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The question raised in the July issue of the IJHE, “ When one 
of our aims is to fight superstition, can we use superstition as a 
teaching aid?” we have met before. In May, for example, a Seventh- 
day Adventist physician, Dr. Lloyd Mason, director of our clinic 
in Monument Valley, Utah (located on the Navaho Indian Reser- 
vation), raised a similar question. A gifted artist and educator 
had volunteered his services to prepare visual aids for use in health 
education at the Clinic and in home visits. To visualise the disease- 
carrying germ, he has employed the figure of a coyote. It so happens 
that the coyote, a native desert animal resembling a fox, is one of the 
most feared by the Navahos; the “coyote man” is their most 
dreaded spirit. Dr. Mason asked, “ Shall we use this fear to teach 
the germ theory of disease? ” 

Our counsel was “No”. In this instance, we do not believe 
the end justifies the means, for fear has been proven a very poor 
motivating factor in education. To be sure, it is sometimes much 
easier and quicker to employ such symbols and motivating forces, 
but we believe that better and more lasting results will be obtained 
when other methods are employed. 

Seventh-day Adventist workers try to relieve fear, to give peace 
and understanding to those with whom they labor — rather than 
increasing their fear and imbedding their superstitions. This. I 
submit, is the reason for refraining from employment of such methods, 


(Mrs.) Joyce W. Hopp, MPH 


Director of Health Education, 
Medical Department, General Conference 
of Seventh-day Adventists 


This international Journal is YOUR Journal and we need your help to make it a truly 
international forum for the exchange of experiences, ideas and professional materials. 
Send us short news and reports on health education activities in your country. Tell us 
also what you would like to read in this publication. 
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Mental health 
in childhood 


1960 has been proclaimed Mental Health Year by the World Federation of 
Mental Health. Its purpose is “to give added stimulus to all activities in 
this sphere, including research, with a maximum of international cooperation 
and exchange of ideas, and to help physicians, educators, administrators, 
individuals and groups, at local and national levels, to contribute realisti- 
cally to the solution of the problems of their own countries. ” The follow- 
ing remarks, highlighting “the psychological principles that underlie the 
promotion of mental health ”, are an extract of the lecture delivered by the 
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by author at the Disseldorf Conference. The full text, including a chapter on 


Kenneth Soddy 


In recent years the notions of mental 
health upon which much of mental health 
work is based have been becoming increas- 
ingly positive in character. In this respect 
mental health is showing a pattern of 
evolution similar to that of general public 
health, which has passed successively 
through stages in which the main pre- 
occupation has been first with the combat- 
ing of disease, then its prevention, and 
only later, the cultivation of a positive 
concept of health. Likewise, but to a 
lesser and more recent degree, the mental 
health movement has successively sought 
to control and treat mental illness; then 


Kenneth Soddy undertook his medical training 
at University College Hospital in London, and 
subsequently specialised in psychiatry and 
child psychiatry. In 1939 he was working at 
the London Child Guidance Clinic but during 
the war served in the Royal Army Medical 
Corps, as a specialist psychiatrist and then 
asDeputy Director of Selection of Personnel 
in India Command. In 1946 Dr. Soddy 
resumed the practice of child psychiatry and 
became Medical Director of the National 
Association for Mental Health. When it was 
founded, in 1948, he was first Honorary Secre- 
tary and later Assistant Director of the World 
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“the substance of mental health education ”, will appear in the minutes 
of the IVth International Conference of Health Education. 


to prevent its occurrence by efficient early 
treatment, programmes of social welfare 
and amelioration, and health education; 
and, although this last stage has scarcely 
begun, lately to think in terms of the 
cultivation of a more positive concept of 
mental healthiness. 

This last is by no means a new idea, of 
course. Many a physical culture institu- 
tion in my country and in many other 
countries also I believe, is adorned with 
the motto mens sana in corpore sano, but 
this motto means, generally speaking, the 
extrapolation of physical culture to mental 
health by many systems, such as breathing 


Federation for Mental Health of which he 
became Scientific Director in 1958. Dr. Soddy 
was also Medical Director of the Child Guid- 
ance Training Centre for about 5 years, and 
is currently in charge of the Department of 
Child Psychiatry at University College Hospital 
and a lecturer in Child Psychiatry in the Uni- 
versity of London. He has written and edited 
a number of books and articles on mental health 
subjects, chiid psychiatry and mental deficiency. 
His main spare-time interest is in music, 
playing the organ and piano, making chamber 
music in the family and listening to the gramo- 
Phone. 


exercises before an open window in the 
early morning; cults of fresh air, sunlight 
and exercise generally; attention to sleep, 
bowel elimination, and so on. I would 
not detract from the importance and use- 
fulness of searching for a healthy mind 
through cultivating a healthy body, for 
no-one can deny that there is a very 
important association between mental and 
physical health. But it seems to me that 
only the very optimistic or the very naive 
could hope to attain mental health by 
cultivation of the body alone, although 
this is attempted surprisingly commonly. 

On the contrary, it might be thought 
axiomatic that the pursuit of mental health 
would have its own principles, laws and 
needs; and also that the study of the 
emotional development of the child might 
be the most important of all studies in 
this field of mental health in childhood. 
Again, it is surprising how few of the 
people who promulgate systems for the 
upbringing of children have made any 
sophisticated or even systematic study of 
the evolution of children’s mental and 
emotional characteristics. All too often, 
problems of child mental health are 
approached with preconceptions derived 
from studies of adults. 


What is mental health? 


It is obvious but perhaps worth men- 
tion that anyone who sets out to promote 
health education in relation to the mental 
health of children must attempt some defi- 
nition of childhood mental health, must 
study who is to be educated, and what 
that education is to be. The definition of 
mental health challenges all who approach 
this subject, but though many definitions 
have been advanced, none have com- 
manded widespread support. It is not part 
of my purpose to add another definition, 
and I shall do no more than take the term 


mental health to denote a state of mind 
relating to the existence of an appropriate 
and generally satisfactory relationship bet- 
ween the individual and his environment. 
This environment of course includes the 
individual’s relationships both with ani- 
mate and with inanimate matter and, most 
important of all, with other human beings, 
individually and collectively. If such a 
broad definition is used, it will follow that 
no single and simple description of the 
ingredients of mental health can cover the 
whole. 

In the constitution of the World Health 
Organization appears the concept of the 
capacity to live harmoniously in a changing 
environment. This, in my opinion, is 
nearer the essence of mental health than 
any other simple statement that I have yet 
seen. However, it should be carefully 
noted that this refers only to the capacity 
to live harmoniously. Obviously, the in- 
dividual who is incapable of living har- 
moniously can scarcely be mentally heal- 
thy; indeed, if his incapacity is serious he 
will not even remain alive. On the other 
hand, sometimes resistance to change or . 
rebellion against existing conditions— 
behaviour which might be far from har- 
monious— can be very definitely on the 
side of mental health. A simple example 
of this could be found in an individual 
who resisted being swayed by a false 
rumour. He would be quite out of 
harmony with his immediate environment, 
but in the long term will be proved to 
have been more mentally healthy in this 
respect than the others. 


The capacity to keep one’s balance despite 
stress... 
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Turning now to consider more specific- 
ally the subject of mental health in child- 
hood, what stands right out is the import- 
ance of the factor of growth and develop- 
ment. The child, as we have seen, has to 
develop the capacity to live harmoniously 
in a changing environment, and if this 
were not enough in itself, in doing this he 
has to contend with the additional factor 
that his immediate environment is at the 
same time changing in three respects. 
First, there are the normal processes of 
social evolution, secondly, the differences 
wrought by the fact that the people around 
the child are getting older and changing, 
and thirdly, the changing relationships 
caused by the consequences of the child’s 
own growth. This last important factor 
is commonly overlooked and its signific- 
ance can be realized by considering the 
situation of the two-year-old child who, 
when he has achieved that degree of 
adaptability which enables him to behave 
like a two-year-old, finds that the very 
effect of his growth is driving him on 
automatically to new adaptations so that 
when the time comes he can behave like a 
three-year-old, and so on. It is not to be 
wondered at that the commonest childish 
difficulties are those caused by retardation 
in emotional development, which will 
plague the child who is not keeping 
abreast of that very strict task-master the 
passage of time. 


In the promotion of health education, 
the question of who is to be educated is 
perhaps less complicated, at first sight. 
Most people will say that the people to 
be educated are those who are in charge 
of the child and, when the time comes, the 
child himself. In every human society the 
care of the young child is vested in the 


family, and although at times in history” 


and in certain societies there have been 
movements which have tended to remove 
this responsibility from parents; in the 
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long run and in nearly all human societies 
it is the family which counts. 


Two main family patterns 


From this point onwards the problem 
ceases to be simple because the human 
institution of “ the family ” covers such a 
variety of social patterns that generaliza- 
tions are impossible. However, out of the 
many variants of family organization, two 
main clusters of family pattern can be 
described, those that approximate to a 
joint or extended family system and those 
that approximate to a nuclear system. 
Because of the general familiarity with 
this perhaps over-simplified classification, 
I will merely add here that by an extended 
family I mean a family that consists of 
three or four generations with numerous 
collaterals, living under one roof or in 
close contiguity. 

Extended families in various societies 
will differ according to degree of hierar- 
chical structure, formalization of inter- 
personal relationships and so on; but they 
will have in common the characteristic 
that ultimate authority in the family is 
vested at a level which is remote from the 
young child. Generally, children in ex- 
tended families will have less intimate 
relationships but with a greater number 
of adults than children in nuclear families. 
Extended family life follows a more rigidly 
defined pattern than that of nuclear 
families and the young child will be 
rarely faced with the necessity of making 
a choice between important possible 
alternatives of behaviour. In other words, 
life will be shaped by the unquestioning 
decision of the whole group in the form of 
customary behaviour which will raise 
little emotional reaction and will therefore 
be rarely a source of difficulty to the 
children. 

The nuclear family, on the other hand, 
consists of father and mother and their 


children while still young enough to be 
dependent. This small family lives as a 
self-contained unit in which the authority 
is wielded personally by the adults who 
have the closest loving relationship with 
the child. Each family being a law unto 
itself, there will be a minimum of institu- 
tionalized or customary behaviour in the 
society. The children will, therefore, tend 
to be faced with making choices between 
alternative courses of behaviour, with the 
result that important issues in the family 
will usually reflect the state of the relation- 
ships between the young children and 
their parents. 

As everybody knows, the joint or 
extended family system is characteristic of 
rural areas in most parts of the world, but 
it does not survive the population move- 
ments that necessarily accompany extensive 
industrialization. As the young people 
move away from the ancestral home, the 
settled, extended family breaks up. 


Security versus adaptability 


The comparatively greater rigidity of 
form and stability of interpersonal rela- 
tionships of an extended family system 
will make for a solidarity, in stable condi- 
tions, that will leave the members of the 
family relatively free from anxiety and 
indeed from tensions generally. Protection 
will be afforded against social and indivi- 
dual misfortune, because with less intense 
individual relationships, no-one will be 
indispensable, substitute relationships can 
be found for the children when necessary, 
individual sickness and social incompetence 
can be taken care of by the family without 
undue strain and old people will be secure. 
On the other hand, the strength of the 
nuclear family system with its close asso- 
ciation of authority with affection; of 
intimacy with independence is its ability 
to meet with change. Sometimes the 
generalization is made that the narrower 


the age gap between the seat of authority 
in the family and the children, the greater 
the capacity of the children to encompass 
change and to accept changing conditions 
when they grow up. But it cannot be 
denied that the weakness of the nuclear 
family is its vulnerability to disaster and to 
death of its members, and the burden of 
tension and anxiety that will fall on indivi- 
duals when things do not go well. 


What shall be our approach? 


Our concern is with how to bring mental 
health education to these differing family 
types and, particularly to newly industria- 
lizing societies, which means a great part 
of the modern world, where people brought 
up in extended families are trying to rear 
their children under conditions better 
suited to the nuclear family structure. 
Here I can do no more than attempt a 
generalization which is that in an urbanized 
or industrialized society, where the family 
approximates more to the nuclear type, 
the main focus of health education in 
relation to the mental health of children 
should be beamed on to young parents 
themselves. How this can be done will 
depend upon the resources of the com- 
munity and most particularly upon the 
level of education and cultural habits in 
the society. 

Let us see if the basic principles referred 
to above can serve as guides. For exam- 
ple, if in a nuclear family society, authority 
is associated with intimate loving rela- 
tionships, mass advice offered by a govern- 
ment department will probably have only 
a very limited effect. Likewise, personal 
advice and counselling will have an un- 
certain effect, dependent upon the personal 
relationship of respect and trust which the 
counsellor has built up in the community. 
In such a setting the counselling approach 
will go furthest in the long run, though it 
can be enormously time consuming, and 
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relatively few people are temperamentally 
at home with it. By counselling 1 mean 
the mutual examination of problems by 
counsellor and client, individually and in 
small groups, in which the object of the 
counsellor is to put the client into a 
better position to make up his own mind. 


“Teachable moments” 


In mental health work generally, it is a 
sound principle to apply mental health 
education at times when people are most 
receptive to it, which in general will be 
when they feel need for it. Obviously 
pregnancy, the perinatal period and the 
first few months in infancy are favourable 
times at which to undertake the mental 
health education of parents in relation to 
their children. Ina nuclear family society, 
also, the tenor of up-bringing is towards 
the assumption by individuals of respons- 
ibility for their own behaviour, and during 
adolescence children are interested in 
questions of home making and parenthood, 
so that a favourable opportunity will 
occur with school leaving children. A 
major difficulty is that in many such 
societies those who are most in touch with 
school children are often for social reasons 
relatively unable to help children in this 
area. 

In societies with a traditional extended 
family system the problem of mental 
health education may be different and, on 
theoretical grounds, it may be felt that 
more may be done by didactic methods, 
that is, by instructions issued by the 
natural leaders of the people. People in 
such a society are used to remote author- 
ity, a state that may be reflected in the 
social and religious institutions of the 
society. A practical difficulty, however, 
is that with some notable exceptions those 
societies with rigid extended family sys- 
tems have a relatively low standard of 
literacy and also are poorly served with 
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radio and television. Thus the major 
means of mass communication are the 
least useful in precisely those societies in 
which the method might have the greatest 
application. 


The principle that people are most 
receptive to mental health propaganda 
when they feel the greatest need applies 
also to the extended family culture, but 
here young parents will often have an 
embarrassingly large number of family 
counsellors within ear-shot. However, 
strong cultural influences tend to give 
unanimity to the advice given by older 
members of the family and will simplify 
the parents’ problems but, for obvious 
reasons, they will also tend to make the 
culture more rigid. Thus, in an extreme 
case where the old cultural ways are not 
challenged by innovations, the question 
of mental health education will hardly 
arise even though the mental health of the 
children may not appear sound to the 
outsider. Mental health education in a 
rigid culture can involve such a wide 
panorama of the changing of attitudes 
that even the stoutest spirit might well 
quail before urging change in directions 
which he cannot completely foresee and 
for reasons which may not be entirely 
relevant to the culture. 


Building upon tradition 


Thus one would be tempted to leave 
traditionalist societies untouched were it 
not for the fact that few cultures nowa- 
days remain unaffected by the changes 
that are being wrought by vast increases 
in international communications, and 
which are causing rapid changes in many 
directions, socially and economically. 
Therefore, however much one may regret 
the necessity, theoretically, organized men- 
tal health education has become a very 
important duty even in many slowly 
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moving societies, but in these cases great 
care must be exercised with the effects of 
the” changing of conditions to which the 
society is exposed. No society has an 
unlimited capacity to accept change, and 
it may become the duty of mental health 
education, rather paradoxically, to form 
a link with the recognized, familiar and 
trusted past rather than become too 
closely identified with a bewildering 
future. Under such circumstances it is 
worth a thought that mental health educa- 
tion may come best from the traditional 
leaders of society and may be best directed 
to support rather than disrupt the existing 
family system, even though it may be 
clear that that system is doomed in its 


Rural 
health 


present style, and must evolve into a 
more nuclear form. 

Put into practical terms, it is little good 
in such a society to aim at counselling or 
even advising the young parents them- 
selves, and still less seeking to promote 
their independence and building upon 
their need to control matters for them- 
selves. Mental health education under these 
circumstances will do better to make use 
of the traditional lines of authority in the 
family, and, for example, it is important 
to enlist the support of the grandmother 
as well as the mother of the child. How 
this principle can be translated into 
practical action is a question of great 
complexity. 


Stavropol, in the heart of a rural area, was the site last June 
of the annual health education congress of the USSR, convened 
to discuss health promotion among rural populations. 


Some 400 delegates—including 100 health education experts— 


took part in the meetings which drew up a vast plan of activities 
in connection with disease prevention, safety and health education. 


The meetings served to clearly pinpoint one fact—in addition 
to the remarkable progress accomplished so far : i.e. the ever-increas- 
ing participation of the rural population itself in the improvement 
of health standards. Not only have health committees been created 
in many areas, comprising representatives of the community and 
of local authorities, but most striking of all, over 235,000 persons 
have taken health courses during the past year—including presidents 
and secretaries of local “ Soviets ”, agricultural workers, engineers, 
etc. The majority of the courses are organised by the USSR Red 
Cross and Red Crescent Societies. In addition, in many areas, 
special regional or local health education councils have been set 
up to coordinate educational activities. 


As regards health propaganda itself, one major development 
has occurred : the penetration in rural areas of mass media—press, 
radio, cinema—limited until recently to large cities. 


In areas where no health education centre exists, educational 


+} See activities are carried out by the hospital, assisted in its efforts by 


poo eh. rural clubs which give special help in connection with exhibits on 
Council the various health problems. 
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When I did my medical training I 
thought that the most important aspect 
of our work was purely curative. After 
some years in my district I realized, as 
many colleagues do everywhere, that 
behind the physical symptoms in most 
cases are psychical disorders, which 
demand another kind of activity from the 
doctor. Next step was the discovery of 
the lack of social well-being among these 
patients. Yet, the promotion of social 
well-being which is a part of the concept 
of “health”, demands a new attitude 
from us, another form of contact and 
inevitably teamwork if we are to expect 
results. 


Sixten Haraldson was born in the South of 
Sweden and it was only after his post graduate 
medical studies, mainly at the University of 
Lund, that he became a district medical officer 
in Lappland. 

This was ten years ago. Several times 
since, as a WHO fellow, he interrupted his 
stay in this fascinating part of the world to 
attend public health courses or undertake 
study visits in the South of Sweden, the German 
Federal Republic, Spain, Switzerland, the 
United Kingdom and Yugoslavia. He just 
completed last July the London University 
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Happy at —30° F 


Many people in countries with a spiral- 
ing material standard of living find it hard 
to attain the melody of their life. They 
are discontent in spite of their excellent 
conditions. A material standard with all 
the comforts does not seem to guarantee 
a sense of well-being. It seems rather 
probable that the very striving, the struggle 
for life and the solving of its problems are 
fundamental conditions for health, and 
well-being in many cultures. One ought 
to feel a bit of the bitter-sweet sensation 
of the struggle for life. Can human well- 
being and what goes to make it be stated 
in a formula? 

A ten years’ acquaintance with migrat- 
ing primitive people has produced more 
and more doubt in my mind as to the 


Diploma Course in health education and is 
now back in Lapland. 

Dr. Haraldson’s hobbies include skiing and 
hiking expeditions, travel abroad, and photo- 
graphy. . In fact, he has taken part in several 
international exhibitions and the present article 
is illustrated by his own photographs. His 
motto? ‘ Nihil humani a_ nobis alienum 
esse decet.”’ 


The 


he 


This article takes us to the northen 
most part of Sweden—a desolate 
area with a subarctic climate and 
one of the least inhabited in Europe. 
The people who live there are 
mainly reindeer breeding Lapps, 
whose culture is that of a small 
group of people migrating with 
their reindeer herds. The various 
problems met by the author occur 
everywhere in the world, when a 
small * primitive ” culture becomes 
influenced by a technically more 
developed civilization. Today the 
Lapps are threatened with extinc- 
tion by a scheme for hydro-electric 
power stations, robbing them of 
their pasture lands. 


by Sixten Haraldson 


relative importance of a_ materialistic 
standard of life. We have made investiga- 
tions concerning the climate in the Lappish 
tents during the winter with —20°F both 
inside and outside and seen fur-covered 
nomadic families with babies sitting 
around the open fire in the middle of the 
tent, with the starry sky and the Northern 
Lights visible through the wide chimney. 
These conditions do not fulfil either the 
regulations concerning housing, tempera- 
ture or other conditions of a hygienic 


family dwelling according to our concepts. 
The situation resembles stone-age oN 


life— and yet, here we find may be 
the happiest inhabitants in our 


country. 


reindeers show the way 


Health education in action 


What does “ less-developed ” mean and 
what is a “ good living standard ”? Their 
happiness seems to originate mainly in the 
feeling of being self-sufficient and able to 
help their fellow men. They are con- 
cerned very little with their own well-being, 
but get it just the same into the bargain. 
So little do they worry about themselves, 
that on one occasion an old Lapp, asked 
how old he was, answered : “ Don’t know 
—it is of no importance ”. 


A tribal system and nomadic life 


Some thousands of years ago, they pro- 
bably came from near Ural as a pure race. 
Now rather mixed, they have developed, 
during the last thousand years, their own 
strange nomadic culture and language 
exclusively around their reindeer breeding. 

In old times when the Lapps were reindeer 
hunters they had a tribal system with six 
or seven families co-operating in hunting, 
housing and other important doings. 
When they changed to reindeer breeding 
a thousand years ago, they kept the same 
pattern, called “Sita”, which provided 
a useful unit for reindeer breeding and 
the nomadic life. The members of the 


group do lots of work together, by a 
system of shift or team work. To a great 
extent also the economic life is conducted 
in common—slaughtering, selling reindeer 
products, buying equipment, etc. The 
sita families migrate together and always 
camp close to one another. If a girl 
marries, she will join the sita of her hus- 
band. The members of the sita, who 
mostly are related by blood in one or two 
ways, elect their own leader, “ issed ”, 
whose most important talent is knowing 
the feeding grounds and the reindeer’s 
habits. Often he is a genuine nomad, 
with whom the Swedes find it hard to 
communicate. 


Reindeer breeding requires to a certain 
degree nomadic life. About 50 years ago 
the whole population concerned with 
reindeer, were nomads living in tents all 
the year. This has slowly changed and 
today no Swedish Lapp family lives any 
longer in tents the whole year; they stay 
with the farmers in the forest during the 
winter and then move by bus, airplane or 
boat to the summer camp, where the 
women and children stay while the men 
are working as herdsmen for the reindeer, 
often far away from their families. In 
this work their clever and hard-trained 
dogs are indispensable assistants. The 
feeding grounds during summer are in 
the Norwegian mountains, where the large 
herds, sometimes 20,000 reindeer strong, 
stay until the end of September, when the 
first snow falls. They then move towards 
the forests and are separated into smaller 
herds, every one belonging to a sita. 
These small units are easier to manage in 
the woods during the dark winter months 
when visibility is not so good as during 
the summer in the bare mountains. When 
in April the snow begins to melt, the 
reindeer move towards higher regions— 
and the Lapps follow them with their 
camps from feeding ground to feeding 
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In Lapland we find probably the happiest 
inhabitants of Sweden. Yet their conditions 
of living resemble those of the stone age 


ground, resting for a time near the hills 
where the reindeer give birth to their 
calves, on the first clear spots of the earth. 
The herds then successively migrate to the 
summer land again. 

The desert-like mountain areas, some 
places with perma frost, could hardly give 
a livelihood to any other people than the 
Lapps, whose reindeer are able to find their 
food, the reindeer moss, even through 
deep layers of snow and ice. 


Risks of cultural extinction 


Until recently the Lapps were quite self- 
sufficient having rare contacts with the 
outside world. But in the last decades 
the contacts have constantly increased. 
This has resulted in a change from self- 
sufficient household economy to a semi- 
monetary one. The contacts carry with 
them the risk of cultural extinction. The 
Lapps also face economic dangers as the 
feeding grounds are threatened by changes 
brought about by such schemes as mining 
and hydro-electric installations. Unfor- 


tunately, very few among the Lapps or the 
surrounding population are aware of 
what is happening today, when the Lapps 
are getting more and more assimilated 
by Scandinavian cultures. 

The Lapps have a conception of solitude 
totally different from ours. A Lapp woman 
of 70, who for 20 years lived alone in a 
very isolated spot, declared her content- 
ment with life in the wilderness, making 
a gesture up towards the mountains and 
stating: “ The reindeer herders are only 
20 miles away”. The real life and the 
real work is their own. Stockholm is “ off 
the track”, and they feel sorry for those 
who must live there. 

The expression “ the reindeer show the 
way ™ refers to the fact that the whole 
life of the Lapp is subordinated to the 
breeding and migration of his animals. 
The whole family takes part in it as 
members of a team. The Lapp marries in 
order to get a mistress of the household 
who will prepare the furs and meat, give 
him many boys and assist him in the 
reindeer-breeding. They want as many 
children as possible, so birth control is 
unknown. Divorces are almost impos- 
sible because of the complicated system of 
branding the reindeer calves’ ears with 
family markings. 

The father of a family gives most of his 
time to the herd, and has little time for 


. the Lappish tents, with the open fire in the 
middle, the starry sky and northern lights 
visible through the wide chimney... 


domestic matters, whereas the wife spends 
the whole of her day at home. Usually 
the grandmother takes care of the up- 
bringing and education of the small chil- 
dren. By the age of 14, boys have 
finished school and joined the reindeer 
herders. The Lapps have still a joint 
family system with three or four genera- 
tions living together in perfect harmony, 
owing to their strong family feelings. 


The doctor didn’t look at me... 


As many primitive peoples they have 
their own “ doctors ”, but they also have 
great confidence in “ real doctors ”, pro- 
vided there is good personal contact. 
When I asked a Lapp woman why she had 
not taken the tablets she was prescribed 
when she was discharged from hospital, 
she answered “ The doctor didn’t look at 
me long enough”. This episode factu- 
alizes the question of methods in health 
education. The final decision regarding 
therapy always rests with the patient. 

A man who doesn’t know other cultures 
doesn’t become conscious of his own. 
I have been in the lucky position of being 
accepted in the Lappish world and to 
learn something of their culture at first 
hand. My wife and I originate from 
places far away from Lapland, which 
maybe helped us to make better contact. 
Is is sometimes easier to understand and 
take an objective view of the conditions 
of a human group if you come from far 
away. We have tried to make the con- 
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tacts as informal as possible. Sometimes 
also our two boys, behaving as genuine 
Lapp lads, accompany us on the frequent 
journeys. It also seems important to 
meet the “ patients ” in their own milieu. 
We never hurry—in a land where distances 
are reckoned by stops for coffee you must 
not hurry on. We walk on foot along the 
paths of the Lapps, and stop in every 
village and home, eat their food, sleep in 
their tents, try to speak their strange 
language and reach some mutual under- 
standing. 

We have learned to enjoy the mutual 
exchange of the art of living. What they 
have given me in this exchange is the 
appreciation of their simple and uncom- 
plicated way of life. When once I dis- 
cussed our equipment with an old Lapp, he 
suddenly stated: “ You Swedes have too 
many belongings—happiness is in owning 
a few things”. The nomadic life has 
established a culture with few, simple and 
indispensable possessions easy to trans- 
port. And many Lapps surprized us by 
having a clear idea of the dilemmas of 
modern man due to his dependence on 
things intended to simplify life. 


What we want and what they want 


In our work as doctors interested in 
health education we are always alert to 
find problems in which people can help 
themselves. It is often difficult to realize 
that what we want is not always what they 
want. You will easily understand the 
indignation against Swedish help of an 
old Lapp woman who, in a_boardcast 
interview, schocked the listeners by telling 
them that she bore nine babies in the 


By the age of 14, the boys leave school and 
join the reindeer herders 
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wilderness and when she was expecting 
No. 10 she was brought by airplane to a 
hospital and her child died. Although 
what we offer is done with the best inten- 
tion, we must realize that it is not always 
suited to the people concerned and will 
often be misunderstood. 

Environmental hygiene is a less impor- 
tant question in a climate where the germs 
can hardly survive the winter, where the 
spring floods sweep away all dirt and 
excreta and where sanitation is a problem 
only in an aesthetic sense. When once a 
nurse tried to introduce latrines, a Lapp 
opposed her by saying “ We don’t wish 
any latrines, we want a telephone”. For 
the Lapp and his family the telephone 
network is vital for reporting the move- 
ments of their herds and also for asking 
help in medical and obstetrical emergen- 
cies. 

Until we are familiar with their way of 
life, we should be careful not to interfere 
with their customs, either the breeding 
and slaughtering of reindeer or their 
house-planning. By closer examination 
we will find that their aims in life are 
completely different from ours: riches, 
status and comfort are of little value. 
The Lapp eats reindeer meat, salmon, and 
cloudberries, delicacies which he could 
sell at a high price, but amassing money 
is of no interest to people who for cen- 
turies have followed a self-sufficient house- 
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hold economy. Power and position in 
these circumstances also are quite mean- 
ingless. 


Culture does not only cover material 
standards but is also defined as “ the art 
of making use of what nature provides 
to create a human, dignified life”. Con- 
sidering geographical, climatic and work- 
ing conditions, the reindeer herders have 
often reached a state of development as 
advanced as the nomadic life allows. 
The circum-polar people are all living 
under climatic stress, which makes cloth- 
ing, food, heating and sleeping the primary 
considerations. Actually, some of their 
most important problems, as yet little 
explored, belong to the wide subject of 
“man in cold environment ”, comprising 
such questions as acclimatization, meta- 
bolism and vitamin requirements when 
doing hard physical work in cold weather, 
heat control of the body, critical tempe- 
rature and cold stress. Furthermore, they 
have problems due to in-breeding, with 
cousin marriages giving rise to a relatively 
high rate of mental and physical hereditary 
defects. However, the practical problems 
are not so big because they tend to keep 
handicapped members of the family at 
home. 


A natural part of medico-social work 


For doctors and nurses who have the 
privilege to become accepted in the 
Lappish world, health education—specially 
concerning medico-social problems— 
becomes a natural, integral part of their 
work. The district nurse has more intimate 
contacts with the individual and has 
always some worthwhile information and 
suggestions to give for the solution of 
problems. She is much more than a 
nurse, she is a “ maid of all work ”, in 
whom they confide their troubles, whether 
medical, social or economic: colds and 
influenza, family problems, transport, 
writing letters, building of new houses, old- 
age pensions, etc. 

In our country noone is more fitted for 
health education than our district nurses, 
and what has been done so far in this field 
has mainly been done by them and our 
health visitors. Teamwork between nur- 
ses, social workers, sanitarians and doctors, 
is usually unsatisfactory. However, lots 
of problems are insoluble without co- 
operation. In the north, where the dis- 
tances are great, it is generally better— 
the individuals come closer to one another, 
the contact is more familiar and the formal 
titles less used. 


The Overseas Visual Aids Centre in London announces a series of 
courses for 1960. (1) Primarily for overseas teachers and for overseas 
teacher-training students; three nine-day courses (4-14 January, 
4-14 April, 5 - 15 July), covering the place of visual aids in education, 
the making and use of flannelgraphs, posters, printed aids, etc., 
the use of cameras, film slides, film strips, films and tape recorders, 
etc. (2) Primarily for persons in community development, health, 
agriculture, and industry overseas: a nine-day course (7 - 17 June) 
covering similar subjects, but with a bias towards community deve- 
lopment. (3) Short general courses of three days (almost every 
month) designed to cater for those who are unable to attend the 
longer courses. The courses, which are non-residential, are res- 
pectively £9.— and £3.—. For information and applications write 
to : The Director, Overseas Visual Aids Centre, 31 Tavistock Square, 
London, W.C.1. 
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Health education in action 


Why is cooperation more imperative in health education than in any 


other field of health ? 


education can only succeed through the joint efforts of all concerned. 


In four points, the author clearly shows why health 


These 


remarks were delivered at the Diisseldorf Conference as an introduction to 
the role of the International Union for Health Education of the Public 


—major coordinating agent on the international level. 


The full text will 


appear in the minutes of the Conference. 


Cooperation : 
the only road to success 


The values of health education are clear. 
It has taken its place among the other 
public health skills as a weapon against 
disease, accidents and suboptimal health, 
—as a means of promoting the happiness 
and well-being of mankind. With a pro- 
fessional dedication equal to that of its 
sister health-medical sciences it seeks to 
serve all peoples everywhere. With strict 
adherence to scientific truth and the 
highest devotion to public service, it 
seeks (1) to give to every individual the 
available knowledge which he can use to 
stay alive and well and (2) to promote 
healthful living. Intelligent health beha- 
vior strengthens the individual, the family 
and the community. It reduces the need 
for health services, leads to the wiser use 
of scientific medicine, replaces the viola- 
tion of health regulations with cooperative 
adherence and develops voluntary indi- 
vidual and group action for the solution 
of many health problems. 

Health education differs from its sister 
health-medical sciences, however, in that 
its practice is not restricted to a specialized 
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and licensed professional group. There 
are, to be sure, a few hundred health 
education specialists in the world, but the 
responsibility for health education rests 
also upon every member of the medical 
and public health professions and upon 
teachers and educators generally. This 
very fact emphasizes the need for coope- 
rative relationships. 

Health education is a social process, 
intimately related to the culture of the 
group. For the child it is well advanced 
under parental tutelage before he enters 
school. During school years it takes place 
in home, school and community, for better 
or for worse from both constructive and 
destructive. health experiences. 

An attempt to educate the school-age 
child in healthful living by means of 
isolated factual school instruction alone 
would be psychologically absurd. Learn- 
ing to live healthfully does not take place 
under the guidance of a single teacher as 


does the process of learning algebra. It 
can succeed only as the result of the 
unified and cooperative effort of all 
teachers who work with the child, of 
parents, physicians, nurses and leaders of 
youth activities. It develops through 
healthful daily living in an environment 
conducive to physical, mental, and cultural 
well-being. 

Of course the schools should have the 
closest possible cooperation with the health 
department which has the most intimate 
knowledge of health problems as well as 
the primary responsibility for the health 
of the community. But hardly less im- 
portant is school cooperation with parent 
groups and voluntary health agencies. 

A statement issued by the health educa- 
tion division of the National Education 
Association of the USA says: ~ The staff 
and members of these voluntary citizen 
groups can help the schools to enrich 
curricula, to add resources, to carry on 
research, to muster community support 
for needed expansion.* The report recom- 
mends ten types of activities for voluntary 
health agencies working with schools : 

1. Making latest health information 
available to school personnel. 

2. Providing teaching aids such as 
pamphlets, posters, graphs, motion 
pictures, film strips and exhibits. 

3. Assisting in a consultant capacity 
in the preparation of units of study 
on special health topics. 

4. Helping with special short-term 
projects such as the development 
of a new course of study in health. 


n 


Helping with the in-service educa- 
tion of teachers. 

6. Participating in the recruitment of 
health educators and the pre- 
service education of teachers. 


* Journal of Health, Physical Education and 
Recreation, October 1955. 


7. Providing the means for demons- 
trations and studies of health 
education values. 

8. Enriching the curriculum through 
speakers, field trips and in other 


ways. 
9. Interpreting the school health pro- 
gram and its unmet needs to 


community groups. 

10. Helping to interpret to parents the 
health education program of the 
schools. 

For youth in the secondary school the 
health agencies of the community provide 
laboratories of social activity where youth 
may learn by participation. 

Health education for adults also takes 
place in diverse situations. It is influenced 
by contact with the medical and allied 
professions in home, office, clinic and 
hospital, by contact with health authorities, 
welfare organizations, agricultural exten- 
sion services and by membership in 
voluntary health organizations. It takes 
place at work and in recreation. It is 
most intensive when the whole community 
organizes under its natural leadership with 
citizen participation in an intensive effort 
to solve some health problem such as 
eradicating malaria, changing food habits 
to avoid a deficiency disease, securing 
vaccination against polio, or reducing 
accidents. 

In short, health education takes place 
through teamwork, through co-operative 
effort, through agreement upon objectives 
and through motivation to that end, 
usually involving a change in group as 
well as individual behavior. 

Cooperation and teamwork are needed : 

1. Because the individual, and espe- 
cially the child, is learning from many 
persons and consistency rather than disa- 
greement is necessary. 

2. Because the health-medical profes- 
sions and the voluntary health agencies 
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play an important part in shaping health port of voluntary groups is needed for the 
attitudes. most successful operation of official 

3. Because health education programs agencies. The recognition of this fact by 
need leadership from persons with special the United Nations is seen in the official 
knowledge in different fields such as_ relationships established with non-govern- 
medicine, public health, nutrition, sani- mental organizations by its specialized 
tation, recreation, mental health, school agencies, such as WHO and Unesco. 
administration, physical education, sports The United Nations Children’s Fund, for 
and athletics, journalism, educational example, has an NGO Committee of 
psychology and other social sciences, and 59 members, including the International 
only through contact and joint planning Union, which is also in official relations 
can the professions understand each other. with WHO, as the international non- 

4. Because locally, nationally and in- governmental organization in health edu- 
ternationally the understanding and sup- cation. 


Health is not an end... 


The primary purpose of health education programmes for chil- 
dren and youth is to motivate the individuals to live healthfully. 
It is recognized that to do this the individual must acquire a body 
of knowledge and develop attitudes which are conducive to healthful 
living. 

An educated person must have adequate and accurate knowledge 
about: safety, nutrition, social and emotional health, preparation 
for family life and parenthood, factors influencing the maintenance 
of good health, disease prevention and control, and utilization of 
community resources. He must also, in addition to accurate know- 
ledge, have a desire to protect his own health, the health of his family, 
and that of the community. 

Specifically for ages six to twelve, the child must be given a 
beginning comprehension of the nature and functioning of his body, 
an appreciation of good medical and dental care, and help in deve- 
loping into an independent person. 

Between the ages thirteen and eighteen, the child must be prepared 
for family living and parenthood, develop increasing responsibility 
for his own health according to his own cultural patterns, become 
aware of community health and the value of community health 
agencies, and recognize that the eventual goal is to assume full 
responsibility for his own health. 

Throughout these efforts, the child must be guided to appreciate 
that health is not an end in itself, but a means to living happily 
and productively. Each child must be helped to reach his full 
health potentialities. 


Statement prepared by the American National 
Council for Health Education of the Public 
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Health education in action 


Grass-roots 


or 


minarets ? 


Once or twice (well, perhaps more than 
once or twice) Janus has dealt with the 
question of health education through reli- 
gion—referring particularly to the great 
religions and philosophies of the East. 


In case his voice has become a little 
boring, you may find it refreshing to 
listen to some new voices: those of a 
group of health educators in Afghanistan. 

This is what they have to say: 

“In the very beginning of the setting up 
of our health education programme in 
Afghanistan we approached a top religious 
leader in the country and received his 
interpretations of every point in the Holy 
Koran which might have meaning and 
relevancy for health education. His inter- 
pretations were broad and fully in accord 
with good public health. 


“ Since that first interview, this leader 
has been often on our government radio 
station, which reaches the entire country. 
He was a main speaker at our recent 
national health education conference. 
What he is saying has fresh meaning for 
all health workers. Among other things, 
he is saying that health education is at the 
very foundation of the Islamic faith. 


“ Most recent development : the Kabul 
Municipality is instituting new sanitary 


by JANUS 


laws which must be understood by the 
people before they can be effective. Our 
wise religious leader has been asked to 
call together all mullahs of the city to 
explain the importance of the laws and to 
interpret them. The mullahs have pro- 
mised their help. 


“ We have confidence that correct infor- 
mation and guidance will be spread 
throughout the country through these 
religious men. ” 


The words of the prophet 


This same religious leader was one of 
the speakers at a conference on health 
education held in Afghanistan earlier this 
year and his theme was the relationship 
between religion and health education. 


He said that health education was part 
of the solid base of Islam. From the 
beginning the Prophet emphasized the 
importance of telling people of the need 
for cleanliness and good health, both 
physical and mental, declaring “ Clean 
your clothes; put all dirt from your bodies.” 
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In all the prayers of the Faithful there 
s mention of cleanliness—brushing teeth, 
washing (hands, face, feet); washing the 
body twice a week, keeping clothing clean. 
“ am afraid *—said the Prophet— that 
it would be too great a burden on my 
followers, or I would order them to brush 
their teeth five times a day”. 


It is taught that when a man is sick he 
should go for treatment and seek the 
proper cure, for,*says the Koran, your 
body has a right on you”. 

And it is also said : * You slaves of God, 
when you are sick you must go for treat- 
ment. Save two conditions—old age and 
death—the Lord has not created any 
disease without a treatment for it.” 


Islam does not believe that certain 
diseases are necessarily fatal. If a man 
dies while he has a certain disease, it 
does not always mean that he dies because 
of that disease. Other factors may be 
involved. ‘So, whatever the sickness, he 
must not give up hope. He must seek 
treatment, hold on to hope and faith. If 
death, after all this, does come, then it is 
the will of God. (Readers will notice that 
this view is a far cry from the western 
conception of Oriental “ fatalism ”.) 

Because a man is sick (the teaching runs) 
it does not follow that the disease origi- 
nated with him. It may have come from 
some other source. Therefore neither 
accuse him nor abuse him: seek to know 
the source of the disease. Help to cheer 
and encourage the sick person. Help him 
to avoid the fear of death. And do not 
only hope and pray for his recovery but 
help him to find proper treatment. 
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Prevention, too 


Nor does the Koran speak only of cure. 
It teaches prevention. “ Do not put your 
hand in danber *, it declares. When you 
are sick, or in the presence of disease, 
avoid contacts. Eat properly to keep your 
health. Be mindful of those things that 
make you ill. In the case of an epidemic, 
the Prophet says: ~“ No person should go 
out of the area [of plague] and no person 
should come into the area.” And finally, 
there is temperance: excess in drink, 
narcotics, sex, is “ unlawful. ” 

The Afghanistan health educators end 
their letter with these words: * Much as 
we believe in grass-roots demonstration, 
we believe that a climate for full grass- 
roots flowering can be established by 
helping influential leaders at the top to 
understand and to participate. 

* When leaders are with you and help- 
ing, you circumvent much _ obstructive 
action. In other words, if you aren’t shy 
you won’t labour alone in the vineyard. 
The ‘climate’ business works. ” 


Which reminds me of the statement of 
a leading malariologist, when health 
education was being discussed at the 
Asian Malaria Eradication Conference in 
New Delhi. ~ It’s important to educate 
the highest in the land” he said. ~ It 
will then get down to the lowest. ” 

In other words: what goes up must 
come down but what is laid down doesn’t 
necessarily go up. There seems to be 
something in the idea. 


man. 


United States. 


Training: 


Professional training 


Simultaneously with the establishment of a Committee on Research 
in May 1956, the Union set up a Committee on Professional Training 
in health education. Prof. Hugh Leavell accepted to serve as its Chair- 
In his absence, a report on the work accomplished was presented 
at the Diisseldorf Conference by Dr. Agnes Zingendonk, one of the 
eight members of this panel which includes experts from Brazil, Canada, 
France, Great Britain, the German Federal Republic, Japan, and the 


what is the situation? 


The standing Committee on professional 
training in health education has under- 
taken to study the training problems con- 
cerning public health workers and also the 
means of spreading knowledge on how 
to teach the basic principles and methods 
of health education. This study includes 
the training of specialists in health educa- 
tion, a profession that has been pioneered 
in the United States. 

First a questionnaire was established, 
designed to give an over-all picture of the 


A public health graduate of the University 
of Diisseldorf, Agnes Zingendonk-Holtwick 
is the co-founder of the German Federal Com- 
mittee for Health Education of the Public, 
which was created in 1954. This was the 
result of her growing interest in health educa- 
tion during her work in a children’s hospital 
and later as a school health doctor. 

In 1956, she left for the United Kingdom to 
attend the London University. Diploma Course 
in health education. Since then, her health 
education activities have redoubled: organiza- 
tion of seminars for German and foreign public 
health workers; attending of WHO conferences 
and technical discussions; and mostly, playing 


present development of health education. 
Certain questions therefore dealt with the 
basic concepts which, in different countries, 
determine the nature and scope of health 
education. Other questions concerned 
the organization and the _ professional 
standing of the specialist in health educa- 
tion. As well, we tried to ascertain the 
background of those who choose the health 
education profession in the different coun- 
tries, and what steps are taken, at what 
level, to develop the training and knowled- 
ge of these persons. 

As yet, the answers received do not 
enable the Committee to reach any 
general conclusions. However, these re- 
veal both some basic differences from 


a foremost role in the organization of the 
4th International Conference of Health Edu- 
cation at Diisseldorf last May. 

She devotes her free time to music, literature 
and sports. We will add a confidence: she 
was an actress in a German TV show—and 
a comment: we are sure that all the spectators 
very much enjoyed her liveliness! 
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country to country and some common 


problems for which similar solutions could 
be sought and applied. We will only 
draw attention here to a few outstanding 
points. 


Concept 


The modern approach to health educa- 
tion, as defined by the World Health 
Organization, has on the whole been 
accepted everywhere, as examplified by the 
following statement : 

“ Education is a means through which 
people improve their knowledge—or alter 
their thinking and behaviour. Health 
education helps people, individually or 
in group, to develop their desire for health, 
to become aware of their personal, 
private, professional and social health 
problems, to absorb the necessary know- 
ledge and with appropriate advice and 
encouragement, to learn how to apply 
this knowledge.” 

More briefly we could say: “ Health 
education is a means by which people can 
learn to help themselves ”’. 


Organization 


The progress realized in translating 
into practice this concept of health educa- 
tion varies from country to country. It 
should be noted however that in all the 
countries taken into account here, the 
governments recognize health education 
as one of their responsibilities. Within 
the administrative and often traditional 
framework of a country, health education 
has its place sometimes at the central 
level, sometimes at the regional or local 
level. In some countries, an independent 
agency has been set up to deal with all 
routine administration, or again, coordi- 
nation and executive duties are taken over 
by private bodies. 
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The health educator as a person 


Fundamentally, everyone agreess that 
each member of the medical, teaching 
and social professions can be regarded as 
an active health educator. There are 
some complaints that private as well as 
state doctors have not yet taken up 
health education wholeheartedly enough. 
A stronger support from the teaching 
profession is also desirable. On the other 
hand, social workers are very active in the 
field of health education. 

The profession of health education spe- 
cialist was first introduced in Anglo- 
Saxon countries and later in Japan. But 
doctors are only exceptionally members 
of this new profession. 

In Europe, on the administrative level, 
public health doctors can achieve much in 
attahcting interest, promoting and coordi- 
nating health education activities, while 
in the practical field, doctors, teachers and 
social workers must largely rely on private 
initiative. 


Training 


The training of specialists in health 
education requires that the facilities avail- 
able at University level in Canada, Great 
Britain, the United States and Japan be 
extended to other countries. 

France and Germany have stated that 
the majority of their health educators 
have no special training and must rely 
mainly on their ideals, their initiative and 
their inspiration. 

In Great Britain, France and. Germany, 
very successful one to two week-long 
seminars have been introduced. These 
seminars have shown that, within such a 
framework and under expert guidance, it 
is possible to impart knowledge on basic 
principles and methods of health education 
and to provide practical guidance for 
everyday work. 


Planning 


‘It is generally recognized that the 
teaching of basic health education should 
be taken into account in planning the 
curriculum of all medical, teaching and 
social professions. Since the organization 
and practice of health education will always 
depend on the situation of a given country, 
it seems less necessary however to con- 
vince authorities and legislators of the 


importance of health education, than to 
adapt health education to economic, 
social and administrative conditions. 


The Committee also reached the con- 
clusion that in countries without any 
facilities for the training of health edu- 
cation specialists and where such facilities 
cannot be foreseen in the near future, 
other steps must be taken and should 
already be planned now. 


Some popular beliefs on cancer 


It is clear that smoking is now quite widely believed to be a cause 
of cancer. In an inquiry conducted in the Manchester area four years 
before our own (Paterson and Aitken-Swan, 1954), only 2% of 
those questioned spoke spontaneously of smoking when asked about 
the causes of cancer. By 1957 the corresponding percentage among 
the Edinburgh population had risen to 22, and when asked spec- 
ifically another 30% agreed that smoking was a possible cause. It 
would seem that recent suggestions, in Parliament and elsewhere, that 
the Government should give widespread publicity to the association 
between lung cancer and cigarette smoking may be misconceived, 
since only three people in a hundred were not aware that such a 
relationship had been asserted. The problem is not so much one of 
knowledge as of conviction and action, and our findings demonstrate 
once again the fallacy of the Socratic assumption that underlies much 
health education. 

Heavy smokers, though they were as likely as anyone else to 
know that an association between smoking and lung cancer had been 
postulated, were far more ready than non-smokers to deny the 
validity of the evidence. In short, their expressed beliefs were 
largely a rationalization of their habits, while those who had never 
taken up smoking were correspondingly more prepared to attribute 
harmful effects to the cigarette. But if there is a gap between 
knowledge and belief there is also a gap between belief and action, 
for it is noteworthy that two-fifths even of the heavy smokers were 
prepared to accept the proposition that smokers ran a greater risk 
of contracting lung cancer. Among the motives of those who had 
given up smoking, fear of cancer played an insignificant part. To 
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base one’s beliefs on one’s habits, rather than the reverse, is a charac-- 
teristic not restricted to laymen. Pyke (1955) has shown that medical 
practitioners are no less irrational in their assessment of the evidence 
in question: 71°, of non-smoking doctors were satisfied with the 
evidence linking cigarette smoking with carcinoma of the bronchus, 
but only 46°% of the doctors who smoked cigarettes thought the 
evidence adequate. 

The logic of the individual in our sample who said that if doctors 
believed in the association they would give up smoking, seems some- 
what unjustified. 

Public action directed towards the reduction of cigarette smoking 
may take one of two major forms. The first of these is the introduc- 
tion of deterrents, of which the most obvious would be a further 
heavy increase in the excise duty on cigarette tobacco; this would 
probably have some effect, since the number of people who give up 
smoking on grounds of expense is already greater than the number 
who give it up for health reasons of any kind; but its precise effect 
would depend not only on the extent of the increase but also on 
future trends in income levels and in the relative attractiveness of 
alternative objects of expenditure. The other possible approach is 
educational. It is obvious that a mere exposition of facts is unlikeiy 
to be effective in persuading confirmed smokers to give up the 
habit, though it may dissuade some young people forming the habit. 
It seems to us that if educational activity is to be effective it must be 
based upon direct study of the habit of cigarette smoking—of 
the processes by which it takes root, the satisfaction which it yields, 
and the difficulty of giving it up. This is a subject on which we are 
aware of a number of hypotheses, but of little objective evidence. 


Extract from an article by Ann Cartwright and F.M. Martin, 
Lecturers, Department of Public Health and Social Medecine, 
University of Edinburgh, published in the British Medical 
Journal, Sept. 6, 1958. 
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Things aren’t always what they seem... 

Recently a British film producer was in the United States, viewing 
the shooting of a dinner party at a country house in England. It 
was a gorgeous scene, in an elaborate dining room, the guests wear- 
ing crowns and ermine... 

After the shooting, he was asked to comment on the production. 
“ It’s excellent... but there is a small point I would like to bring up if 
I may... You know, in fact, the English aristocracy do not wear 
crowns at dinner...”. The reply of the American film producer 
came back, cheerfully realistic : * You know they don’t wear crowns, 
and J know they don’t wear crowns, but the people of Kansas City 
know they do™! 

A point over which health educators might well ponder... 


Professional training 


USSR: medical students 
prepare for health education 


V.S. Erchov 


courses. 


The technical discussions on_ health 
education at the 12th World Health 
Assembly, in May 1959, were an event 
of importance to all those, throughout 
the world, who are interested in education. 

The Assembly outlined a vast programme 
for the development and improvement 
of health propaganda, or in other words 
for the creation of conditions which 
would stimulate this humanitarian activity 
into greater efficiency. The importance 
of specialized training for those playing 
a role in the health education of the 
public was also stressed. 

One of the foremost tasks facing 
the organizers of health education is to 
introduce doctors, nurses, midviwes, all 
those concerned with teaching and culture 
as well as other specialists, to the aims, 
problems, methods and programmes of 


Doctor V. Erchov is chief of section at the 
USSR Central Research Institute of Health 
Education, which is part of the Ministry of 
Health. As such, one of his responsibilities is 
the training of specialists in health education. 

Previously, he headed for ten years, from 1945 
until 1955, the Health Education Section of the 
Ministry of Health itself. He is the author of 


In some countries the health education of the population is both a moral 
obligation and a specific part of the duties of all physicians. 
in the USSR where medical students—to prepare for their future educa- 
tional responsibilities—receive a brief theoretical course on the metho- 
dology of health education, and practical experience in the giving of lectures 
and talks as well as instruction in the health education aspects of the 
by particular medical discipline being studied. 
continue the work begun in the medical schools, with regular refresher 


This is the case 
Local health education centres 


health education. The exchange of ex- 
periences between different countries is, 
in this instance, of the greatest value. 

In the USSR, where health education is 
a proud duty as well as an integral part 
of the activities of the medical corps and 
auxiliary personnel, the training of health 
workers in health education is not new. 


How is this training done? 


It is impossible in this article to detail 
every aspect of the question. We will, 
therefore, only outline the theoretical 
and practical instruction given to medical 
students. 

The future doctors in all the 83 medical 
schools of the USSR are given in their 
fourth study year a short series of con- 
ferences (four to eight hours) under the 
overall title of “ Health Education ”. 


some 80 scientific, health education and popular 
books on health, and has planned the entire or- 
ganization and activities of the health education 
centres throughout the country. 

In 1957, he was made Secretary General of 
the USSR Council of Health Education. He is 
also a member of WHO’s panel of health edu- 
cation experts. 
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This series is part of the course on the 
“ Organization of Public Health”. As 
well, in many medical schools, a further 
optional course of four to six hours on 
health education is available (for instance 
at Saratov, Jaroslav, etc.). 

These courses deal with the principles, 
methods, aims and scope of health 
education in the USSR, its organization, 
and explain the various problems it 
faces. In other words, the course outlines 
the “general principles of health educa- 
tion”, a new science which has grown 
over the last 25 years. These principles 
have given birth to special methods, 
concerned with the spreading of medical 
knowledge in each field of health protec- 
tion—cancer, alcoholism, mental health, 
etc. 

The development, both or the philo- 
sophy of health education and of special 
methods, has been greatly stimulated 
by the scientific activity of the Central 
Institute for Health Education in Mos- 
cow, and by the pioneer work of the 
local health education centres. 


Students put theory into practice 


The conference courses are followed by 
practical work, usually undertaken at 
the local health education centres. This 
is, for example, how such training is 
run by the Public Health Department of 
the Medical School of Saratov.* Two 
hours are devoted to the more usual 
methods and means of health education. 
The students learn basic methodological 
rules, how to prepare a lecture or a talk, 
how to design a leaflet, a pamphlet, a 
poster, etc. The more important problems 
in organizing a rational health propaganda 
campaign are also discussed. 

*G. Goussev. ‘“ Health Education, an 
aspect of the course on the Organization of 


Public Health at the Medical School of Sara- 
tov ’’ Moscow, ICES, 1959. 
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For the greater efficiency of this pro- 
gramme, the students are divided into 
four groups. The first one, which is the 
largest, has the task of writing the outline 
of conferences and talks aimed at the 
population. Each student of this group 
is given a specific theme. 

The second group has to design a 
poster or illustrated wall newspaper on 
a general theme of his choice, suitable 
for out-patients at a polyclinic or for 
patients undergoing hospital treatment, 
etc. Each student in this group must 
also write an article on the selected 
subject. 

The third group has the task of pre- 
paring answers to questions which might 
be put by patients. 

Lastly, the fourth and smallest group, 
has to prepare an exhibit illustrating some 
aspect of health protection. 

All these tasks are done during the 
students’ free time, after their normal 
hours of study, and take an average of 
six hours. 

When the professor has checked the 
documents presented by his students, 
all the groups then devote four hours 
(or a day of study) to the most important 
part of their practical work. For two 
hours the students, according to their 
group, give talks in local health centres, 
cinema halls, etc., finalize the setting 
up of their exhibits, edit their wall news- 
papers, etc! During the third hour, 
two or three students repeat their confer- 
ences in presence of all their fellow 
students. This is followed by a short 
evaluation of their work. The fourth 
hour is devoted to analyzing and summing 
up the students’ work generally. 

It should be noted that all the materials 
prepared by the students are later used 
at various medical centres. The practical 
instruction given at other medical schools 
is very similar. 
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Further opportunities for health education 


A peculiar aspect of medical training 
in the USSR is the practical work organized 
by various local health centres during the 
summer (both in town and country) for 
students between the fourth and fifth 
year. Health education work is widely 
featured during this practical training. 

Every student must write the outline 
of two or three conferences which he 
then delivers in public; he must plan 
two or three talks for a village club, a 
local medical centre and so on; study 
and describe the education work done 
at a local hospital, a maternity home, a 
mother and child welfare centre; and 
present a report to the university scientific 
conference, evaluating his practical work 
and the experience gained. 

It should be stressed that in many 
medical schools the students organize, 
of their own initiative, study groups 
concerned with obtaining a closer know- 
ledge of the methods of health education, 
the programmes carried out in health 
centres, schools, etc. 

The students therefore have every 
opportunity of studying the overall pro- 
blems of health education: its scope, 
methods and organization. As regards 
special aspects of health propaganda 
in specific areas of public health, these 
are studied in connection with the various 
hygiene and clinical subjects. 


Integration in each clinical subject 


For instance, the gynecological and 
obstetrical department at the medical 
school of the town of Jaroslav (and many 
others), explain to the students the impor- 
tance and methods of health education 
in the prevention of toxicoses during 
pregnancy, of the inflammation of women’s 
genital organs, as well as its role in the 
fight against abortions, especially non- 
clinical, etc. 


The ophtalmological department 
discusses the role and the methods 
of health propaganda in _ accident 
prevention, the prevention of shortsight- 
edness, etc. 

The department for contagious 
diseases stresses the importance of 
propaganda against infections. 

The role of health education in the 
prevention of cardio-vascular diseases, 
cancer, nervous disorders and others is 
dealt with by the departments concerned. 

This, very briefly, is the system followed 
in teaching theoretical and _ practical 
health education within the framework 
of medical studies inside the USSR. 
Later, when the students have become 
doctors, they can then apply health 
education in their work—one of the most 
effective methods of curative and preventive 
medicine. 


In-service training at local level 


The task of perfecting the knowledge 
of doctors in health education, falls to 
the local health education centres. These 
centres organize short seminars (eight 
hours), specially designed for doctors 
and auxiliary personnel. They also publish 
various studies on methods as well as 
visual aids. 


The problem of training the medical 
personnel in health education is a main 
concern of the Central Institute for 
Health Education—a centre devoted to 
scientific research and methodology, and 
attached to the Ministry of Public Health 
of the USSR. However, the activities 
of the local health education centres and 
of the Central Institute, as well as the 
training of auxiliary medical personnel, 
cannot be dealt with in this paper and 
will be the subject of further articles. 
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by 
Bruno 
Gebhard 


The Cleveland Health Museum will enter its twentieth year of activity 
this November. Its Director recalls how it was born—of a need for year- 
round health education—and how it developed into the world famous insti- 
tution we know today, visited by some 80,000 men, women and children 


annually. 


Its department of education is extensively used by some 900 


groups, including nearly 600 school classes. 


Mrs. Harold H. joined the Cleveland 
Health Museum in October 1958, as its 
$000th member. In many ways she is a 
typical member, a mother of three girls, 
living in a middle-class home, a Parent- 
Teacher Association chairman, President 
of the Young Couples Club of her church 
—in other words, she is not only a ™ joi- 
ner”, but a leader in community affairs. 
She is not quite a typical member, on 
account of being a woman, as the majority 
of our members are men, but she is a 
typical one, as two-thirds of our members 
are representatives of the so-called general 
public, and one-third are members of the 
health professions. 


Bruno Gebhard, Director of Cleveland's 
Health Museum since its very birth, in 1940, 
is a native of Rostock, Germany, where he 
undertook medical studies. He was curator 
of the German Health Museum at Dresden 
from 1927 until 1937, when he left for the 
United States as Technical Consultant to 
New- York’s World Fair. He became an 
American citizen in 1944. 

He belongs to the American Board of Pre- 
ventive Medicine and is, as well, an Associate 
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To understand our development, we 
have to start at the beginning. The year 
is 1936: the depression was not over yet, 
hospital insurance was just beginning, the 
million dollars annual health drives for 
heart diseases and cancer, the “ March 
of Dimes”, were not yet in existence. 
Professional health workers, civic leaders 
“felt the need ” for a city-wide, all-year 
around program in health education, with 
better use of audio-visual aids. ~ To fill 
the need “, the establishment of a Cleve- 
land Museum of Health and Hygiene was 
proposed by the Academy of Medicine 
and the Cleveland Health Council, after a 
community conference had discussed de- 
tailed proposals prepared by a _ self 
appointed “* Organizing Committee ” and 
a “Committee on Scope”. But where 
would the money come from, for this new 


in Health Education of the School of Medicine 
of Western Reserve University. 

Music, golf and travelling are Dr. Gebhard’s 
favourite pastimes. But his very  life— 
are we betraying him?...—is devoted to the 
promotion of Health Museums. 


Making 
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Ig health visible 


museum? Tax supported agencies, as 
City and County Health Departments 
were too busy with other projects, or 
could not see at that time the value of a 
health museum. Federal Government 
money was not available and was not 
really looked for as being helpful in this 
new venture, without the danger of poli- 
tical strings being attached. Basically this 
new project was in the realm of a voluntary 
health agency, having as its main purpose 
to try out new methods. The founding 
fathers of the Health Museum wanted the 
control of the Museum’s activities in a 
self-perpetuating board. It took three 
years to convert an old mansion into a 
fairly modern museum, to recruit the 
staff, to assemble the first exhibits. Board 
members, as representatives of the Aca- 
demy of Medicine, the Health Council, 
and the Cleveland Dental Society, solicited, 
personally, 800 members, who paid their 
first dues of $10 on the opening day of 
the Museum, November 13, 1940 (1). 
Our purpose is expressed in our consti- 
tution : “ to educate the public in matters 
of health” and includes the aim of 
involving a large number of citizens from 
all walks of life, in order to develop an 
operating policy which would not talk 
down to the laity and which also would 
try, by sharing in the cost of financing, to 
make the members an integral part of the 
Museum’s activities. The year by year 
increase in membership has demonstrated 
the sound policy of this approach, 
There are just a few advantages 
(monthly newsletters, invitations for pre- 


Methodology 


views of new exhibits, loans of exhibits 
and films) our members have, compared 
with our 80,000 annual visitors. There is 
no admission charge. The main reasons 
for taking out a membership are that the 
Museum’s activities raise the health level 
of our community and that it does a good 
job in health education for our children. 
The Museum, naturally, must earn its 
support by its activities of producing 
timely, interesting exhibits, conducting 
programs on radio and television, and in 
other ways which make people stop, look 
and listen (2, 3, 4, 5). 

We think that our membership signifies 
a very interesting sociological change, 
from a health educational program directed 
to help low income classes to one where the 
needs and the self-help of middle class 
people who want better health information 
for themselves and especially their children, 
is the decisive factor. One might refer to 


Hearing one’s own heart beat is a_ thrilling 
experience at the Museum 


1 
: 


Learning by looking, followed by a discussion 
period on family life education 


our members as the educated elite of a 
metropolitan area of one and one-half 
million people, but this should not detract 
from the fact that the Museum itself is 
used by members of all walks of life. 


Three hundred sixty days of heaith 
education 


Too often health education activities 
are of the “switch on-switch off” type: 
“now you see it, now you don’t see it ”. 
Campaigns and crusades, special health 
weeks and sanitary fairs, are part and 
parcel of the armamentum of public health 
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education, but these fleeting affairs have 
little follow-up. All that they can do is 
to sensitize the masses to a new program, 
but what we. need are permanent places of 
information, accessible day by day, de- 
monstrating the methods of better health 
for more people, year in and year out. 
We call them Museums of Health. There 
might be other and perhaps, better names, 
but the word “ museum ” is a guarantee 
of health interpretation of an objective 
and sound nature. Out from under 
superstition —just as prevalent in “ over ”- 
developed, as in “* under ”-developed coun- 
tries—and the perpetual barrage of the 
advertising which merges fact with fiction, 
as exemplified so much by commercialized 
television, people come to a health museum 
for information they can trust and rely 
upon (6). People come to any museum 
when they want to. They are in some 
way motivated. In nineteen years of 
operation we have an increasing number 
of visitors and members already of the 
second generation. Those, who in their 
teems came as members of their high 
school class, are now bringing in, as proud 
fathers and mothers, their small children 
on a Sunday afternoon visit. 


Continuity of educational efforts in all 
age groups is necessary to achieve lasting 
results in changing attitudes and habits. 


Museums are always in danger of 
becoming mausoleums, but they never will 
if their exhibits policy and their educational 
practice is not a watered-down medical 
text book affair, or even coming close to 
a chamber of horrors. As all hygiene is 
nothing else than applied biology, health 
museums feature normal growth and 
development of the human being from 
“ Egg to Eighty”. We try to avoid the 
over-specialization in medicine and appeal 
to the normal, not the morbid, curiosity 
and self interest of the individual. Health- 
ful living has its start in making up one’s 
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own mind. The doctor, the teacher, the 
nurse can help, so can the health museum 
if the visual presentations are artfully 
displayed, have a pleasant color scheme 
and apply the play instinct in operating 
animated exhibits (7). 

Museums are places for private self 
information, where people come and go 
on their own initiative when they feel the 
need for information and in the amount 
and doses they are willing to take. 


From the professional viewpoint the 
permanency of a museum, and its all-year 
around activities, has another great ad- 
vantage in being a training place for health 
education workers, in all media and 
methods. It is a laboratory ground and 
a testing place for new methods and 
approaches. A permanent staff of artists 
and craftsmen improve their talents and 
skills in their detail work on exhibits and 
visual aids, not only for newly planned 
health museums, but also for schools and 
colleges. 


Health education activities on a 
contract basis 


The Cleveland Health Museum depends, 
for its activities, based on an annual 


budget of $160,000, on four sources : one, 


the already described membership pro- 
gram; secondly, the income from an 
endowment fund of nearly $1,000,000, 
given to us by Mrs. Elisabeth Severance 
Prentiss, in whose memory a_ national 
award in health education has been 
created; thirdly, special gifts from our 
Board members and individuals; lastly, 
income derived from Museum’s activities, 
as instructional work done for public 
schools, and making available duplicates of 
our original exhibits to other museums, 
schools, colleges, health departments, etc. 


Like many museums in the USA, we 
have a Department of Education, headed 
by Winfield G. Doyle, who is a Doctor of 
Education from Columbia University. 
Our five instructors are either licensed 
teachers, or graduates of schools of public 
health. They work on a fulltime basis the 
year around. Besides, we have part-time 
instructors (medical or dental students) 
who work mainly over the weekends with 
Boy or Girl Scout groups and family 
visitors. During summer vacations, high 
school students serve on a_ voluntary 
basis as Junior guides. Last year we had 
about 15. 

Two of our instructors are assigned to 
the Museum from the public school 
systems. They are paid by the local 


A medical social worker 
from British Guiana 
learns “‘ How to Do It”’ 
at the Museum’s educa- 
tion department 
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school boards, but do all their work at 
the Museum. Smaller school systems con- 
tract on the basis of $25 per instruction 
period with the Museum, on subjects like 
family life, nutrition, dental care, and 
others. These instruction periods are 
scheduled well in advance over the school 
year; average time is one and one-half 
hours. They include a film discussion, 
teaching lessons in the respective exhibits’ 
rooms and usually a 15 minute browsing 
period, where the students roam_ the 
Museum on their own. ~ Field Trips with 
a Difference ”, also the title of a brochure 
giving advance information to the class- 
room teachers, are, naturally, only sup- 
plemental to what the school is doing, but 
their worthwhileness has been acclaimed 
by school administrators, teachers, parents 
and the students. The acceptance of our 
Museum's activities by public, parochial 
and private schools is partly explained by 
the fact that we have offered sex education, 
under the title of family life education, 
since 1940, on a rational basis without 
neglecting the more than biological as- 
pects. Many teachers shy away from this 
field, parents are confused, or feel incom- 
petent to do the job. Nearly one-half of 
our instruction period is in this line and 
the choice of the subject lies entirely in 


the hands of the classrom, or college 
teacher (8). These educational activities, 
paid for by public school systems, if ex- 
pressed in money, amount to one-half of 
our $40,000 educational budget. 
“Working for Others” might be a 
better title than talking about educational 
activities On a contract basis. The mea- 
gerness, the low quality, or the commer- 
cially weighted type of much audio-visual 
material in the health teaching field is 
well known. Creative places for the design 
and manufacture of sound and effective 
material, from teaching charts to three- 
dimensional models, are few and far bet- 
ween, the world over. Workshops in a 
health museum, properly staffed by gifted 
and skilled artists and technicians, can 
become the source of better materials of 
all kinds, if designed with an educational 
approach and for the specific needs of the 
future consumers. We have, the 
beginning, heavily drawn on material 
from the two German Hygiene Museums, 
both in Dresden and Cologne. We have 
developed, over the years, our own exhibits 
material, many in plastic, and a series of 
suitcase exhibits for use in schools, as 
described in our brochure * How To Make 
Health Visible * (9). Duplicates of our 
exhibits, expecially copies of the lifesize 
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Factors of success 


At the Diisseldorf Conference, the Union's Standing Committee on 
Research stressed the need for “ case reports ” at the conclusion of health 
education programmes—i.e. records of the conditions that needed changing, 
what was done to change them and subsequent results, whether success or 


failure. 


The following study is part of the Report on health education in 


the German Federal Republic, presented at the Vth International Conference 


of Health Education. 


in large cities 


In large cities, health education faces 
special difficulties, mostly due to the 
sociological peculiarities of the population 
—the anonymity of the individual and the 
little readiness he shows to become actively 
involved in the elimination of unfavour- 
able health conditions. 


A decisive factor in the success or 
failure of health education programmes is 
the choice of appropriate measures to 
gain the active cooperation of the public. 
Following is the description of two pro- 
grammes due to private initiative and 
recently carried out by two small volun- 
tary groups in a large city of 1.8 million 
inhabitants. 


Working-group “A” worked on a 
general basis towards diminishing the 
increasing risk of traffic accidents in the 
streets. Working-group “B™ wanted to 
render safe the play of children in the 
streets by building children’s playgrounds 
in the densely populated city, thus pro- 
tecting children from the dangers of traffic. 


by Karl-Heinz Weber 


The first impulse, then, to start on their 
voluntary work arose, in the case of both 
working-groups, from an urgent health 
problem. In addition, the need for 
energetic measures against traffic accidents 
in the streets is generally recognized by 
the public. In each case, therefore, two 
essential conditions for successful health 
education were present, i.e. an urgent 
problem and a certain open-mindedness 
on the part of the public. 


The plans 


The programme of working-group * A ” 

comprised : 

1) Construction of training-grounds for 
all traffic participants, but especially 
for drivers of motor vehicles. 

2) Medical examination, free of charge, 
of car drivers with respect to their 
driving-ability. 

First aid training of car drivers. 


— 


4) Financial assistance granted to 17 
existing organizations which work 
in part or exclusively for traffic safety 
in the streets. 

5) Possibility of “ holidays from urban 
traffic” for young children and 
school children. 

6) Traffic education of school children 
and youth groups. 


The programme of working-group “B” 
only included at first the construction of a 
playground. 


Their implementation 


For the preparation of its work, group 
“A” named a businessman as manager 
and organized an official opening session 


in the townhall where the programme was 
announced and discussed in detail. The 
need for energetic improvement of traffic 
safety was recognized by everyone and the 
vice-mayor, three departmental experts, 
several town councillors, bankers, repre- 
sentatives of insurance companies and 
trade unions, promised their active sup- 
port. The press carried appreciative 
articles, and the city provided the initial 
funds for the launching of the programme. 

In the meantime, group * B ” established 
personal contacts and gained the active 
support of teachers, doctors and other 
interested persons, as well as the so-called 
* neighbourhood-help ” of parents. Under 
the direction of a university professor, a 
scientific advisory committee worked out 
guiding principles for the construction of 
good playgrounds. Furthermore, assist- 
ance was gained from the town planning 
board and from other leading persons of 
the municipal administration. On the 
whole however, the working-group re- 
mained small and did not approach the 
public at large. The relatively limited 
financial means were mostly provided 
through private gifts. 

Working-group * A ” needed, above all, 
considerable funds for its farreaching pro- 
gramme and therefore organized a traffic- 
pool similar to a football-pool, with a 
view to receiving a substantial amount of 
money by weekly “traffic tips” (red, 
yellow, green). Besides, a competition was 
organized for the best ideas to improve 
traffic in the city. 

The traffic-pool proved a failure because 
of lack of participation and administrative 
difficulties. The manager of the working- 
group spent eighty per cent of his time 
negotiating with the official agencies whose 


An urgent health problem in all densely popu- 
lated cities: the lack of parks and of places 
where children can play safely 


4 


departmental experts had promised aid, for 
the authorization to organize a traffic- 
pool. His efforts to get a site for the 
planned training-ground for motorists 
were unsuccessful because of disputes of 
competence between associations. Letters 
received for the competition for best 
ideas exclusively contained an enumera- 
tion of grievances that had been known for 
a long while, and responsibility was 
almost always put on the city; besides, the 
pedestrians accused the motorists, the 
cyclists the car drivers, while the latter 
accused all other traffic participants of 
reckless conduct. 

Working-group “ B” succeeded in get- 
ting a site for the first playground within 
the general town-planning. During the 
holiday months, children were permitted 
to play in the school yards, as a provisional 
solution. 


The results 


Working-group “A” disintegrated 15 
months after its foundation; there were 
only some short regretful comments in 
the press. 

Working-group “B” after opening its 
first playground approached the public at 
large through exhibitions, evening debates 


Karl-Heinz Weber's interest in practical 
aspects of international health work was the 
result of a doctor’s thesis on the history and 
development of international cooperation in 
public health. This interest was further stimu- 
lated by the grant of a fellowship for a year 
of post-graduate studies at the School of 
Public Health of Pittsburgh, in the United 
States. 

Dr. Weber has two other deep-set profes- 
sional interests: research work and teaching. 
He has been able to satisfy both, first as Assistant 
to the Dean of the School of Public Health 
at Hamburg, then as staff member of the 
Federal Institute of Health in Berlin. He is 
now working on a research project concerning 
the relationship between smoking and health. 

Outside of his work, what does he like best ? 
“* Life and people’’! And family life: he has 
just become the proud father of a little Ulrike 
Elisabeth! 


and press articles. To enable the construc- 
tion of further playgrounds, the city 
provided considerable funds after this 
first successful experiment, the scientific 
advisory committee was entrusted with 
research work concerning the best solu- 
tions for the construction of playgrounds, 
and the playground programme was inte- 
grated in the town-planning. In several 
cases, the judges sentenced traffic violators 
to pay a fine in favour of the playground 
fund. The members of the working- 
group actively cooperated to the construc- 
tion of further playgrounds. 


Factors of success 


Prospects of success of health education 
in large cities increase if health education 


This child’s drawing was used on a postcard 
inviting the public to support the operation 
“children’s paradise’’ launched to build 


playgrounds 
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addresses itself first of all to small groups served with profit when planning pro- 
of the population : it is there that one finds grammes of health education in large 
remainders of those bonds that facilitate cities : 


health education in small communities, a) Concentration of all resources and 
such as the villages. The above examples funds on one limited and realizable 
show that the following steps do not aim. 
appear to be very appropriate in large b) Support by active working-group 
—- members in key positions, selected 
a) Beginning with an appeal to the city on the basis of personal contacts. 
administration or other official au- c) Gaining the active cooperation of the 
thorities for direct substantial sup- neighbourhood families directly con- 
port. cerned. 
) Inviting the whole population of a d) Reaching as quickly as possible an 
large city to make suggestions for aim which can be achieved through 
a be taken to eliminate the sole means of the working-group. 
unsatisfactory conditions which are w the pulllic at only 
ae. after the first success (here: The 
c) Setting forth extensive, somewhat construction of a playground), and 
; diffuse aims which can only be repeating the method once it has 
realized through considerable finan- been recognized as successful. 
come Seppe. f) Keeping alive the interest of the 
d) Setting up a working-group ready to pilot working-group by assigning it 
take action in fields where other new tasks. which also lead to quick 
organizations already have, or think success. 
: they have, priority. g) Appealing for public funds only 
{ On the other hand, the success achieved when succéss is evident and when a 
is by working-group “B™ proves that the method has been tested which pro- 
: following guiding principles can be ob- mises further success. 
ij A great deal of discussion is wasted over the relative desirability 
( of using print or radio, films or discussion groups, cartoons or dramas, 


practice or demonstration or illustration, as ways of teaching new 
procedures and attitudes. These discussions tend to ignore the fact 
that all media for dissemination of new knowledge are to be judged in 
terms of effectiveness, and effectiveness in turn is a function of the 
extent to which the new practice becomes part of the way of life of the 
people among whom the change is to be introduced. Any reliance 
on a method which is purely intellectual, or purely aesthetic, purely 
emotional or purely moralistic, purely social or purely individual, will 
necessarily restrict the area of involvement. Whether, in a given culture, 
films or group discussions will evoke a more whole participation in 
adults or children, in the educated or the uneducated, on weekdays or 
on a holy day, are matters which have to be decided by experiment, 
with the full participation of the particular population on the spot. 


Cultural Patterns and Technical Change, p. 317, Unesco. 
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International achievements 


Dip YOU KNOW THAT the Health Education of the Public Section 
of the World Health Organization has marked in September 1959 
its tenth year of activity ? It has been headed throughout this 
period by Miss A. Helen Martikainen. 


Dip YOU KNOW THAT the major effort of WHO during these 
years has been to develop the idea of health education as an integral 
part of all health services and to establish this idea in the minds of 
all types of health workers and teachers ? 


DID YOU KNOW THAT in order to promote general agreement 
on the scope and nature of health education and on the training 
the various categories of health workers should have, two Expert 
Committees have been called by WHO: the first in 1953, dealing 
in general terms with the theory and practice of health education 
in its relation to public health, and the second in 1957, dealing 
with the training of personnel ? 


Dip YOU KNOW THAT the first Expert Committee defined the 
objectives and scope of health education and stressed how important 
it is to take into consideration both the processes by which people 
acquire knowledge, change their feelings, modify their behaviour, 
and the factors that influence such changes ? It also dealt with 
the planning of health education programmes, the evaluation of 
their effectiveness and how to select methods and media. 


Dip YOU KNOW THAT the Expert Committee on training strongly 
recommended the study, planning and development of long-range 
schemes for training of all health workers in health education and 
for preparation of professional health education specialists, adding 
that there would be considerable value in stimulating comparative 
studies and international exchange of information on the plans, 
methods, experiences and results achieved by various countries ? 


Dip YOU KNOW THAT this Committee considered that the aim 
of training is to equip all health workers to * diagnose ” and “ treat ” 
the * educational condition ” of the individual or group they serve ? 
Making the “educational diagnosis ~ on which successful health 
education “treatment” can be based is a highly skilled job for 
which aptitude as well as training is necessary. 


Dip YOU KNOW THAT the first WHO Expert Committee report 
has been translated into several languages including Japanese and 
Chinese ? 


Dip YOU KNOW THAT the World Health Organization has made 
advisers and consultants available to assist with various projects 
throughout the world or help governments strengthen their health 
education programmes ? These activities have laid a foundation 
and set a firm trend for growth along the lines of promoting the 
integration of health education into all health activities. 
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Dip you KNOW THAT full-time WHO visiting professors have 
assisted in developing training programmes in health education 
for post-graduate medical workers and auxiliary health workers 
in India, Israel and Lebanon, while countries as diverse as the 
Philippines and Sweden, Vietnam and Mexico, the United Kingdom, 
Turkey and Indonesia have benefited from consultant services in 
connection with training programmes ? 


Dip you KNOw THAT fellowships have been granted by WHO 
to 52 countries, so that health workers could train as specialists 
in health education and go back to work in their own country ? 
One hundred and fifty-seven of these fellowships have already 
been granted—for 6 countries in Africa, 13 in Latin America, 
3 in North America and Australasia, 8 in the Middle East, 10 in 
the Far East and 12 in Europe—and the programme continues to 
expand. 


Dip YOU KNOW THAT four Regional Offices of WHO have in- 
cluded technical discussions on health education at their annual 
board meetings and that four have appointed advisers to develop 
health education work in the more intimate regional setting ? This 
has led to the consideration of health education in numerous meetings 
of other branches of public health, such as nursing, nutrition, food 
hygiene, communicable diseases, etc. : 


Dip You KNOw THAT eight Regional Seminars on health education 
have been sponsored by WHO Regional Offices ? After London, 
Mexico City, Baguio in the Philippines, Dakar in French West 
Africa, Wiesbaden in the German Federal Republic and Huampani 
in Peru, Teheran was host last October to a variety of technicians 
assembled to discuss health education problems in the Eastern 
Mediterranean Region. 


Dip you KNOW THAT the latest project undertaken by WHO 
is the organization of a joint WHO/UNESCO Expert Committee 
on Teacher Preparation for Health Education which will be held 
in Geneva between 2-7 November 1959 ? Two main topics pro- 
posed for discussion concern: (a) the validity and general im- 
plications of the concept that teachers share in the responsibility 
for maintaining and improving the health of the children and for 
helping to improve community health generally; and (b) the ways 
the school can contribute to meeting the health needs of the child 
through its own resources. and in cooperation with parents, health 
agencies and other organizations. Professor Clair E. Turner, 
Chief Counsellor of the IUHEP, will be acting as WHO Consultant 
to this Committee. 


Integration of health education is not only the training and inclusion of pro- 
fessional health educators in the public health team or budgeting for health 
education in other health activities. It means primarily that all health workers 
should carry out health education as part of their normal practice. As their 
effectiveness in this field depends partly on their attitudes and partly upon their 
technical ability, the question must be asked, how are they trained for this work 
and at what stages in their training are the necessary attitudes most likely to be 
formed. The tackling of these three problems becomes the main objective for 
the future. 
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International achievements 


Health education horizons in 
Latin America 


Health education is in constant evolution. In Latin America, it started 
as the exclusive responsibility of a few enthusiastic but little trained “ health 
educators ” who faced the problem of having to reach millions of families. 
Today under the leadership of such organizations as the WHO-Pan American 
Sanitary Bureau, a broader vision aims at making each contact of patients 


by Carlos 


with doctors, nurses, engineers and others “a positive educational expe- 


Luis Gonzales rience 


Up until fifteen years ago in Latin 
America, as in most areas of the world, 
health education was believed to be 
accomplished entirely on the basis of mass 
media. About that time it became recog- 
nized that people were more apt to change 
health habits and utilize health services 
if there was a way of having direct com- 
munication with them. This direct com- 
munication became the exclusive province 
of the health educator. In this belief, 
some young and enthusiastic persons with 
what might be considered little academic 
background were given short training 
courses in health education techniques 
and were sent out to blaze a trail for 
other public health workers or to interpret 
the services being given to the people. 


Carlos Luis Gonzales, has a long and brilliant 
carreer in public health. In his native Vene- 
zuela, he served from 1949 as Minister of 
Health—climax of professional activities started 
in 1936 and which provided him with wide 
experience in the fields of cancer, mental 
health, public health and training of public 
health workers. In 1948, he obtained his 


D.P.H. at the Johns Hopkins University in the 
United States. 

He was soon to pass on to the international 
of his 


scene—a_ natural result leadership 


The doctors, nurses, and sanitary engineers 
dared not trespass the sacred domain of 
these practitioners of magic arts and 
considered themselves as not being con- 
cerned with any educational responsibility. 


A new approach 


Fortunately, important factors were at 
work which promoted the development 
of the concept of health education which 
prevails at present. First, the demonstra- 
tion projects and training programs initi- 
ated by many of the countries in collabo- 
ration with international agencies esta- 
blished public health services at a rate which 
overtook and passed the available number 
of health education auxiliaries. At the 
same time, the training activities, which 
developed as a part of these programs 
both within the countries and abroad, 
gave doctors, nurses, engineers and others, 
a broader vision of their functions and 


participation in WHO meetings, Executive 
Boards and Assemblies, as well as in various 
other international congresses. In 1953 he 
joined the staff of the Pan American Sanitary 
Bureau as Chief of the Division of Public 
Health and in June 1958, was named Assistant 
Director of the Bureau. 
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responsibilities for the health education 
of the people. 

It became evident that a few well trained 
health educators could accomplish more 
through consultant services and training 
of the public health team than could many 
poorly trained health education auxiliaries 
working directly with the people. 

As an illustration of how this approach 
to health education is now working in 
a number of countries of Latin America, 
I will present a recent experience observed 
in a country of the Caribbean. 

A group of physicians were to be as- 
signed to various towns and cities in the 
interior of the country where they would 
serve simultaneously as private medical 
practitioners and as_ part-time public 
health officers. The health education 
department of the Ministry of Health, 
assisted by an international consultant, 
offered them a brief in-service training 
course on health education methods. 
This course was so successful that the 
physicians themselves, now at their assign- 
ments, have asked the Ministry to schedule 
at least three additional seminars on health 
education in different parts of the country, 
so that they may better learn how to 
educate the people in accordance with 
local needs, interests, and problems. 
In addition, the nurses who are now to 
be assigned to work with these physicians 
asked for and received similar health 
education training and in turn wish to 
have further opportunities to learn more 
about teamwork and how they can 
work most effectively with the physicians. 


Millions to reach 

In the same country, the Director of 
the school of nursing now wants such 
training to take place as a part of the 
basic nursing curriculum and the school 
of medicine has expressed a_ similar 
interest fot the training of the medical 
students. The Health Education Depart- 
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ment, which once wondered how it could 
reach a population of three million with 
two trained health educators is now 
optimistic about its possibilities, and has 
started on a long-range plan for selection 
and training of a sufficient number of 
professional health educators, in order to 
be prepared for the expected increasing 
demands. 

In this same sense, I should mention 
the health education work being carried 
out by the personnel of malaria eradication 
campaigns in the countries and territories 
of the Americas. In order to eradicate 
malaria, millions of people in millions 
of houses must be contacted many times 
over a period of several years for the 
various purposes of geographical recon- 
naissance, epidemiological surveys, spray- 
ing of houses with insecticides, active 
search for malaria cases, and so on. 
Imagine, if you will, how this could be 
accomplished if the educational responsi- 
bilities attendant upon each of these 
phases had to be carried out by trained 
health educators! The solution has been 
the preparation in health education me- 
thods given to all workers, from the exe- 
cutive malariologist to the worker oper- 
ating the spray pump. The goal has been 
to train them to do the kind of health 
education job which their personal re- 
sources permit and their individual task 
requires. It is safe to say that in this 
campaign and through the means em- 
ployed, more people will be reached 
personally by health education than have 
been reached effectively by mass com- 
munication means during the past fifty 
years. 


Not an auxiliary but a specialist 

So, in Latin America there is an increas- 
ing recognition of health education not 
merely as the communication of infor- 
mation about health but as the creation 
of situations in which people themselves 


identify their health problems, seek and 
select the solution best adapted to their 
needs and resources, and _ incorporate 
self-created habits and attitudes into their 
own way of life. The health educator 
too, has changed, for he is no longer 
merely the agent for distribution of 
materials, the voice of public health, 
the motion picture operator. He has now 
become the specialist in educational 
methods who assists other public health 
workers to improve the educational 
aspects of their services to the community. 

This health education specialist not 
only concerns himself with the training 
in health education of technical personnel 
but of administrative personnel as well. 
We have learned that even with well 
prepared technical personnel there is 
little to be gained if the receptionist, 
the janitor, the warehouseman or the 
driver speak or act in such a way as to 
create a negative emotional climate on 
the part of those who experience their 
first contacts with the public health 
center. We have learned that we cannot 
educate the expectant mother coming 
to the pre-natal clinic if her visit begins 
with a cold and impersonal contact with 
a receptionist who sees her only as one 
of a series of cards to be annotated and 
filed. We know now that a sanitarian 
accomplishes nothing if he deals with 
the humble foodhandler with the same 
warmth and insight as an automobile 
chassis travelling through an assembly 
line. 


A broader vision 

I firmly believe that we cannot state 
that we have planned and carried out 
our health education responsibilities until 
we can truthfully say that every contact 
with the public health service, at every 
level, constitutes a positive educational 
experience for every individual, one in 
which both the public health worker 


and the person receiving the service 
share a learning experience which leads 
them toward the state of physical, emotio- 
nal, and mental well-being which we see 
as our goal. 

This broader vision of health education 
is the objective of the Pan American 
Sanitary Bureau, Regional Office of the 
World Health Organization. It is also 
the objective of the International Coopera- 
tion Administration of the United States 
which has made so great and valued 
contributions toward the development of 
health education services in Latin America, 
and with which our Organization cons- 


tantly maintains the closest working 
relationship. 
The Pan American Sanitary Bureau 


has been studying and experimenting 
during the past seven years in order to 
find out where and how it could best 
cooperate with the national health autho- 
rities toward improvement of their health 
education services. A post of Regional 
Advisor in Health Education has recently 
been established at our Headquarters in 
Washington, and budgetary provisions 
are being made to expand activities in this 
field in the years to come. 

As in any aspect of public health, the 
approaches and methods of health edu- 
cation are not and cannot be static. 
We are anxious to acquire new concepts, 
to study new practices, and to broaden 
our views even more. In this respect 
the IVth International Conference of 
Health Education at Diisseldorf and the 
Technical Discussions on health edu- 
cation held in Geneva on the occasion 
of the XIIth World Health Assembly 
have marked new milestones in the pro- 
gress of health education, in line with 
some of the greatest triumphs of public 
health which have been achieved through 
the shoulder to shoulder collaboration 
of voluntary and official health agencies. 
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Jean Benoit-Lévy: a pioneer has died 


We began together at a time when France was launching the 
fight against social scourges. Very soon his high social sense drew 
him to these problems and more particularly to health education. 

We progressed side by side, in close harmony, working together 
on many public health films, which not only strongly influenced 
the new, welcome trend of thought, but also served the cause of 
France beyond our borders, by showing the scope of our medico- 
social work and the quality of our educational media. 

Films such as “ The Mother-to-Be ” (mother and child welfare), 
“ Three Months ” (the fight against syphilis, with Dr. Louis Devrai- 
gne), “ Cancer” (with Professor Roger Leroux) and “ Children’s 
Souls ” (with Rosny) were known far and wide. 

The documentary series for the fight against tuberculosis, espe- 
cially on BCG vaccination, proved most useful at the beginning of 
the antituberculosis campaign. We owe it to Jean Benoit-Lévy to 
have preserved the living words of Albert Calmette, which make us 
share his emotion and his joy at the first BCG results. All modern 
antitubercular weapons were pictured, their role and their results 
shown. The familiar figure of the “ visiting nurse ”, now known as 
the social welfare assistant, was high-lighted, as was her work in the 
dispensary, the home and the school. 

Jean Benoit-Lévy had the courage to film the problem of venereal 
diseases, at a time when these were branded as “ shameful” and 
were hushed. We also jointly produced, with the technical assistance 
of Professor Roger Leroux, the first popular and educational film on 
cancer. It was used for the launching of the national anticancer 
week and was later adopted by many countries. 

One of the most characteristic of Jean Benoit-Lévy’s films— 
realized with the scientific collaboration of the Pasteur Institute at 
the request of the Educational Section of the National Office for 
Social Health—is without a doubt, the one on diphtheria and the 
four phases of its history : (1) the epoch when the contagious nature 
of the disease was unknown; (2) the period when, thanks to Bre- 
tonneau, its contagion was proven; (3) the time when, thanks to 
Roux, diphtheria was cured through serum injections and lastly (4) 
the time when Ramon’s discovery enabled its prevention. 

In fact we owe to Jean Benoit-Lévy what might be called a visual 
encyclopedia on health education, this aside from his other docu- 
mentary films and of course those masterpieces of the screen that are 
linked to his name such as : “ Pasteur ”, “ La Maternelle ”, “ Héléne ” 
and “ Choix de Ballets”. The films of Jean Benoit-Lévy were 
made truly great both by their themes and by their inspiration. 

In the thick fog of to-day, at a time when so many young people 
seek knowledge, he has traced a path for educational films. His 
pioneer work with remain for all time. 

Lucien Viborel 
Secretary General of the IUHEP. 
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Tunisia: 
any 

better 
investment? 


by Mahmoud Slim 


The administrative organization 


In December 1957 a new law reorganized 
health administration at regional level 
throughout Tunisia. The 14 local govern- 
ments were then each required to set 
up public health offices responsible for 
all health activities of the district. It 
must be mentioned right here that each 
regional government comprises branches 
of national organizations such as_ the 
Movement for Social Improvement of 
the Neo-Destourian Political Party, the 
Tunisian Womens’ National Union, the 
General Union of Tunisian Workers, 
the Tunisian Union for Handcraft and 
Trade, and the National Union of Tuni- 
sian Agriculturers. 


After graduating at the Paris Medical 
School, Mahmoud Slim returned to his native 
Tunisia to become a public health officer. 
He was soon to be called to high responsibilities 
and is today the Head of the Department of 
Prevention and Public Health, which includes 
the health education section. 

“My favorite pastimes’’, writes Dr. Slim, 
“used to be watching football games and 
playing chess. But with time and age I have 
become a disciple of Voltaire’s Candide: 
I prosaically cultivate my garden...”” 


National achievements 


With its 3% million inhabitants 
spread over 48,000 square miles 
of coasts and mountains, Tunisia’s 
major health problems concern 
eye diseases, TB, scalp diseases, 
syphilis and malaria. Although giv- 
ing priority to the training of medi- 
cal para-medical personnel, 
this young nation has doubled in a 
few years the number of its out- 
patient clinics and hospital beds and 
has developed a modern health and 
social legislature of a preventive 
character. Its health education ser- 
vice, created two years ago, extends 
to the whole country through 
fourteen regional centres. 


The Public Health and Social Welfare 
Ministry includes a _ health education 
office attached to the Central Service for 
Prevention. This office is headed by a 
chief health educator who works under 
the direction of a medical inspector, 
responsible for mother and child protec- 
tion, nutrition, school health and health 
education. The office directs the work 
done by the 14 regional health education 
centres, which are each run by a regional 
health educator, who periodically visits all 
local centres, for which he is also responsi- 
ble. Local centres at present without a 
health educator in charge, are run by 
the medical and para-medical personnel. 
Health educators, at every level, central, 
regional and local, receive strong support 
from the respective representatives of 
national organizations. 
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The duties of the Regional centres are 
as follows : 


(a) Training in health education of all 
para-medical personnel at regional 
level, both in theory and in practice. 


(b) Planning health education sessions in 
hospitals and out-patient clinics, ac- 
cording to doctors’ instructions. 


(c) Organizing health education com- 
mittees which include representatives 
from the national organizations and 
all individuals likely to be interested 
in this field. These committees plan 
health campaigns, campaigns against 
the spreading of contagious diseases, 
promote nutrition knowledge, mother 
and child protection and make all 
medico-social activities at national 
and international level known to the 
public. 


Collaboration with national organizations 


We are convinced that health education 
can only achieve its purpose if it obtains 
the efficient backing of national voluntary 
organizations. Aimed at the general 
public, it is natural that it should be 
propagated by those who are closest to 
the people and who enjoy the confidence 
of the masses. 

Reason as well as experience have 
convinced us of this fact. The pilot nutri- 
tion campaigns which we have attempted, 
indeed any campaign launched to fight 
any health problem at all has only 
strenghthened this conviction. 

It is up to national organizations to 
prepare the ground and then up to health 
educators to build the road. The former 
must launch the slogans previously pre- 
pared jointly and organize the meetings. 
The health educator follows by spreading 
the good word, by his example and by 
the use of the technical means which can 
best help reach the common aim: the 
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improvement of the social and health 
standards of the population. No joint 
collaboration could be more fruitful or 
far-reaching. 


Professional training 


The training of experts is an issue of 
paramount importance to all those res- 
ponsible for health education. In Tunisia 
we are, unfortunately for us, starting at 
zero. Indeed it can be said that we have 
no health education technicians. But 
before discussing the training of the latter 
let us examine the qualities required of 
a health education specialist. Above all 
he must believe in his mission, be himself 
convinced that his efforts will meet with 
success; then he must have that special 
magnetism which will enable him to gain 
and retain the confidence of the people. 
He must also be fully qualified technically 
for the part he has to play, that is to say 
he needs a sound knowledge of hygiene, 
para-medical subjects (anatomy, physio- 
logy, elementary pathology), teaching 
techniques, sociology, economy and should 
have talent for administration. 


Finally he must know how to use or 
produce—or have at his disposal—a wide 
variety of modern technical media, in 
other words audio-visual material. 


Each and every of these qualifications 
cannot be found in the medical profession 
(doctors, nurses etc.) nor among teachers, 
nor among civil servants. Therefore 
health educators should receive special 
training based on the study programmes 
designed for each of the three preceding 
categories. Such programmes exist in a 
number of Anglo-saxon countries. The 
most likely to benefit from such teachings 
are young doctors or young professors. The 
best solution would be therefore to send 
a sufficient number of enthusiastic young 
doctors and possibly young professors to 


specialize in health education in Anglo- 
saxon countries. 

Once back in their homeland these 
young experts could pick from among 
their students young men and girls having 
completed the first cycle of secondary 
schooling and having the qualities men- 
tioned above, to give them a two-year 
intensive study course in theory and prac- 
tice and turn them into efficient health 
educators. Such a handpicked personnel 
could achieve much. 

At the moment we have begun a pro- 
gramme in Tunisia for the rapid training 
of health educators among nursing and 
administrative personnel working in public 
health. Pressed by time and need we 
have only been able to give them a basic 
training and have to rely on experience 
and activity in the field to complete their 
training. 

At present, the medico-social workers 
are at the forefront of health education 
activity in our country (their role is very 
close to that of public health nurses 
in other lands). The qualities required 
of educators are those required of social 
workers. Their training too makes them 
ideal collaborators. The social worker is 
at home everywhere and earns the confi- 
dence of everyone. It is natural therefore 
to ask for her help as an educator. This 
is self-evident and the closer the social 
worker’s training will be to that of a 
health educator the better will her task 
be fulfilled. This is one reason why we 
should give priority to the training of 
medico-social welfare workers, as against 
training mere social workers. 

In fact, any sick person who has been 
in contact, during a stay in hospital or 
out-patient treatment, with a_ health 
educator or other medical personnel, 
has been made aware of his condition 
and of the means which may prevent 
a reoccurence for himself and his near 


ones. The training of health educators 
is therefore the best investment of all. 


Ways and means 


Ways and means are varied and differ 
according to the subject and to the intel- 
lectual level of the beneficiaries. They are 
the more efficient in that they are adapted 
to the understanding of the people con- 
cerned and provide a direct contact. 
For instance an audio-visual media from 
abroad remains in itself a passive media, 
but it becomes a far-reaching and useful 
force in the hands of an_ experienced 
and intelligent health educator. We have 
therefore laid down the following rules 
for the utilization of all audio-visual 
material: the health educator concerned 
must give simple explanations of the 
context and ideas expressed in the audio- 
visual material before its showing, he 
should highlight main points during the 
projection and lastly, a discussion should 
be scheduled between the audience and 
the health educator after the showing. 
Even a Tunisian film may not mean much 
to a Tunisian audience but if these rules 
are followed its impact becomes real. 

We have found that, on the whole, silent 
movies with a musical background, are 
the most suitable for popular meetings; 
slides are the best choice for hospitals, 
schools and evening classes, because the 
educator can set the speed of their show- 
ing; folders and above all tape recording 
give excellent results in out-patient de- 
partments and at mother and child welfare 
centres; leaflets and short pamphlets are 
specially effective among leaders of or- 
ganizations who can use their context 
to prepare talks for the general public; 
while the press and radio have a place 
in all campaigns against social scourges. 

However nothing is worth direct con- 
tact, continuous and repetitive contact 
with the public and the individual. 
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Areas of activity 


Always, at every moment, any situation 
can be used to promote health education. 
The home as well as school, public places 
such as restaurants, hairdressing establish- 
ments, public baths, cafés, cinemas, sport 
meetings, scouting, youth camps, clubs, 
asylums, hospitals, professional centres, 
mills and manufacturing industries, union 
meetings and last but not least weekly 
market places. 

Ever since the Public Health and Social 
Affairs departments linked up, health 
education has taken in hand the problem 
of accident prevention among workers. 
Thus, health education has also become 
a social education. 

Yet among health education beneficia- 
ries those deserving our closest attention 
are mothers and young girls, who are 
the mothers of tomorrow. Womanhood 
is our foremost concern and our best 
trump card for the future. 

However we do not forget the world 
of school which is the most fruitful 
field of activity. For that very reason, 
school programmes must be altered, both 
at primary and secondary levels, as well 
as in teacher training colleges, to allow 


more time for the study of hygiene, 
prevention, nutrition and social education. 


Cooperation of Arab countries 


Any cooperation for the improvement 
of hygiene .standards must lead to the 
improvement of the health standards 
of the populations. The basis should 
therefore be laid for cooperation and 
mutual assistance through conferences, 
exchanges of documentations and of 
health technicians at every level. Above 
all the number of. health educators, 
national committees and _ inter-regional 
committees for health education should 
be increased; long term health education 
programmes, should also be planned as 
part of public health programmes, for the 
well-being and development of the commu- 
nity; frequent evaluation should be made 
of these activities, and the findings made 
known; lastly, efforts should be made to 
set up a close relationship with international 
health education organizations and with 
their experts to receive their guidance and 
counsel and to inform them of the results 
of our experiences. Useful work would 
thus be achieved at national and _ inter- 
national level. 


Making health visible 


( Continued from p. 188) 


models dealing with human reproduction, 
can be found in many schools and colleges, 
and in some medical schools of the United 
States and Canada. Other health mu- 
seums, as the one in Dallas, Texas, in 
Lankenau, Philadelphia and Hinsdale, Illi- 
nois, had their start in using duplicates 
from us and are now developing additional 
material of their own. 


* * * 
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A health museum cannot do the whole 
job of health education in a given com- 
munity, but it is a place where one can see 
what, up until now, one has only heard, or 
read about. It stimulates the curiosity of 
those who are not interested in their own 
health, or the health of others. It answers 
questions in a visual form. It can be a 
guide and a beacon for better health for 
more people “ by making health visible ”. 
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A universal symbol 
of quality and service 


Over 90 years’ experience and progress 
in the field of infant dietetics bear 
testimony to this fact. In insisting upon 
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production, Nestlé has, with its great 
resources, equipment and constant 
research ensured that each one of its 
products befits its purpose in every way. 


A great number of dietetic and 
pharmaceutical specialities, which form 
the range of Nestlé’s products, are 
based on the principle which has 
characterised the activity of the Nestlé 
enterprise from its very beginning: 
close and constant cooperation with 
the medical profession. 
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